A Portfolio of Academic, Clinical and Research Work Including the Mood Modulating Effects of a Nicotine Inhaler. by Vickers, Rachel Anne.
A Portfolio of 
Academic, Clinical 
and Research Work
including
The Mood Modulating Effects of a 
Nicotine Inhaler”
by
Rachel Anne Vickers
submitted in part fulfilment of the requirements for the
doctoral degree
Psych D. Clinical Psychology 
University of Surrey 
August 1998
ProQ uest Number: U108504
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent on the quality of the copy submitted.
in the unlikely event that the author did not send a complete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest U108504
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
Ail Rights Reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLC.
ProQuest LLC 
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106 - 1346
Contents
Table of Contents i
Acknowledgements iv
Copyright Statement v
Introduction to the Portfolio 01
Academic Section 04
Summary o f the Academic Section 05
Adult Mental Health Essay 06
Therapy outcome studies suggest that cognitively based interventions are more effective 
than behavioural interventions as treatment for anxiety disorders. Discuss in relation to 
social phobia.
Learning Disabilities Essay 20
How might you evaluate quality of life changes in people with learning disabilities 
who have moved from hospital to a community home? Describe the advantages and 
disadvantages of your chosen approach or approaches.
Child & Adolescent Essay 37
Critically evaluate the models of bereavement in relation to children and discuss their 
clinical relevance.
Neuropsychology Essay 50
Is neuropsychological rehabilitation effective?
Specialist Essay - Pain Management 65
Discuss the different psychological models involved in the management of acute pain.
Contents
Clinical Section 88
Summary of Clinical Section 89
Adult Mental Health Core Placement Summary 90
Adult Mental Health Core Placement Contract 91
Adult Mental Health Core Placement - Clinical Case Report Summary 93
Learning Disabilities Core Placement Summary 94
Learning Disabilities Core Placement Contract 95
Learning Disabilities Core Placement - Clinical Case Report Summary 98
Child & Adolescent Core Placement Summary 100
Child & Adolescent Core Placement Contract 101
Child & Adolescent Core Placement - Clinical Case Report Summary 104
Older Adults Core Placement Summary 106
Older Adults Core Placement Contract 107
Older Adults Core Placement - Clinical Case Report Summary 110
Pain Management Specialist Placement Summary 111
Pain Management Specialist Placement Contract 112
Pain Management Specialist Placement - Clinical Case Report Summary 115
Narrative & Systemic Therapy with Adults Specialist Placement Summary 117
Narrative & Systemic Therapy with Adults Specialist Placement Contract 118
Contents
Research Section 120
Summary of the Research Section 121
Literature Review 122
In what ways does cannabis cause psychosis? A critical review of the literature.
Small Scale Research Project/Research on Placement 144
Sexual difficulties experienced by chronic low back pain patients: Reports of a 
prevalence study and an investigation into the clinical need for a specialised service.
Introduction 144
Aims of the Study 147
Local Prevalence Survey 148
Results 149
Discussion 155
Method 157
Results 160
Discussion 165
References 171
Appendix 175
Large Scale Research Project 226
Abstract 226
Introduction 228
The health effects of tobacco 228
Why do people smoke cigarettes 228
Theoretical model of the smoking and arousal relationship 229
Stress and arousal: Interdependent or independent? 230
Review of Parrot’s studies 232
111
Contents
234Criticisms of the Parrott series 
The move towards more parsimonious results 236
Conclusions from the Parrott studies 237
Implications of the Parrott studies 
Withdrawal symptoms and the role of NRT 
Aims of the study 
Hypotheses 
Method
Participants 
Measures 
Procedure
Summary of group treatment format and content 
The nicotine inhaler 
Design and Analysis 
Results 
Discussion 
Conclusion 
References 
Appendix
238
239 
242
242
243 
243 
245
248
249
250
251 
253 
262
271
272 
285
IV
Acknowledgements
Acknowledgements
I would like to thank Dr Bruce Millar, Jill Moorhouse, Ann Kimber, Lynn Beech, Hilary 
Rankin, Dr Sione Watts and Margaret Henning for providing such excellent advice and 
support on their respective placements.
My thanks also go to Dr Jonathan Foulds for all his assistance in facilitating the Stop 
Smoking Groups for my third year projects and for his advice on the study. Thank you 
also to Chris Fife-Shaw for his statistical expertise and patience. I would also like to say 
a big thank you to those people who volunteered to take part in the third research project. 
Also to Mary John for her human-ness! Thank you also to my peers for sharing this 
experience with me and showing me that my reactions to the demands were normal!
On a more personal level, I would like to thank my Mum, Dad and sister for their 
continuous support and encouragement and for reminding me that the career alternative 
was stocking shelves at the supermarket!
Thank you to Helen, who believed in me and gave me strength.
Many thanks to Brad, for the endless sandwiches, glasses of elderflower cordial, late 
night discussions of statistical significance, proof reading, unwavering love and 
reassurance and the many other forms of practical and emotional support. I owe you, big 
time!
Copyright Statement
Copyright Statement
No part of this portfolio may be reproduced in any form, without the written permission 
of the author, except by the University of Surrey Librarian, for legitimate academic 
purposes.
© Rachel Vickers, August 1998.
VI
Introduction to the Portfolio
Introduction to the Portfolio
This portfolio contains selected pieces of work completed over the three-year training 
course. The academic section consists o f five essays covering core and specialist topics. 
The clinical section contains summaries of clinical experience gained over the six 
placements undertaken, placement contacts and summaries of five, formal clinical case 
reports submitted for evaluation. The research section contains a literature review, 
completed in Year I, a small-scale research project completed in Year II and a large-scale 
research project, completed in Year III.
A separate, confidential volume contains the five formal clinical case reports in lull and 
all documentation from the six clinical placements, including clinical activity log books 
and evaluation forms.
The work presented in each section reflects the variety of clients, referral problems and 
therapeutic approaches covered during the three-year training course. In each section, the 
work is presented in the order in which it was completed, to illustrate the development of 
skills over the course.
ACADEMIC
SECTION
Summary o f the Academic Section
Summary of the Academic Section
The academic section incorporates five essays, 'which have been selected to reflect the 
variety of academic work covered over the three years. As such, each of the essays 
addresses aspects of the theory and practice of psychological approaches to a variety of 
human difficulties. The essays are presented in the order of completion.
Adult Mental Health Essay. Year I
Therapy outcome studies suggest that cognitively based interventions are more 
effective than behavioural interventions as treatment for anxiety disorders. 
Discuss in relation to social phobia.
Introduction.
Social phobia has been defined in the DSM-IV as a “marked and persistent fear of one 
or more soeial or performanee situations in which the person is exposed to unfamiliar 
people or to the possible scrutiny by others. The individual fears that he or she wdl 
aet in some way (or show anxiety symptoms) that will be humihatmg or 
embarrassing”. Turner. Beidel, Cooley, Woody & Messer (1994) report that social 
phobia affects 2% of the population. It is most often a pervasive condition and is 
frequently accompanied by Axis I or II conditions.
The relative merits of behavioural and cognitive interventions with social phobia will 
now be discussed with reference to treatment outcome. Only those studies that 
adopted a standardised inclusion criterion for their sample have been included m this 
discussion. The efficacy of Social Skills Training (SST) with social phobics has 
generated a great deal of research. Yet this approach is generally applicable to people 
with very limited social repertoires compared to those who experience anxiety in 
social situations, therefore this literature has been omitted from this discussion. A 
large number of interventions, classified as either fundamentally 'behavioural or 
'cognitive', have been studied within a limited number of studies, which makes 
comparisons between the two models difficult and the reported conclusions have
limited generalisability.
Behavioural Interventions: Relaxation.
other than SST, there are two major forms of behavioural intervention for social 
phobia; relaxation and exposure. Ost, Jerremalm & Johansson (1981) pioneered the 
use of applied relaxation to the treatment of social phobia. This technique was 
compared amongst clinical subjects divided into “physiological reactors” or 
“cognitive reactors” by Jerremalm, Jansson & Ost (1986). In this study treatment type
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was matched to subject type (e.g. those classified as "physiological reactors" were 
placed in the condition that used an intervention to reduce physiological arousal, 
relaxation). Both physiological and cognitive interventions were found more effective 
than a waiting list control, but they were not consistently different fi-om each other. 
The basis on which the classification has been made has been questioned, however, 
due to the unreliability o f the measure used to define cognitive reactions. This 
criticism limits the ease with which the conclusions made can be accepted.
There have been conflicting results about the effectiveness of relaxation training with 
social phobics; Alstrom, Nordlund, Persson, Harding & Ljungqvist (1984) and 
Jerremalm et al., (1986). One possible explanation for this conflict may be that the 
former study did not use an applied form of relaxation and therefore may have omitted 
critical elements of 'in vivo' exposure and the subsequent development of coping 
strategies for subjects. Such omissions may have diminished this techniques potential 
effectiveness. Caution must also be applied when considering Alstrom et al’s (1984) 
conclusions, as a number of confounding factors existed: including the factor that 
patients in the exposure condition were significantly less impaired that others before 
treatment, thus making it difficult to interpret the results.
Behavioural Interventions: Exposure.
Emmelkamp, Mersch, Vissia & van der Helm (1985) found that exposure was 
superior to cognitively orientated treatments, in terms o f pulse reduction during a 
behavioural test, although within-group change for the pulse rate measure was not 
significant for the exposure group. However, they also found that exposure was less 
effective than the cognitive treatments for producing change on a measure of irrational 
beliefs. The utility o f different approaches seems more confident when measures 
sensitive to the interventions' principles are used.
Exposure interventions appear to be successful with discrete social phobia (Biran, 
Augusto & Wilson, 1981; Mattick & Peters, 1988) in the short term. Yet, a study by 
Heimberg (1989) indicated a trend for exposure patients to show some deterioration 
between post-treatment measurement and three-month follow up.
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Cognitive Interventions
Butler (1985) advocated that thoughts and attitudes play a central role in the 
maintenance o f social phobia. Social phobics are generally preoccupied with the 
impression that they make on others and suppose this to be negative. Exposure alone 
provides no information about evaluation and so it ignores an important aspect of the 
problem. Exposure alone might therefore be less effective for social than other 
phobias. When discussing the processes involved in recovery, Goldfried & Robins 
(1983) suggest that, if performance-based treatments are to be effective, there has to 
be a corresponding change in the patients’ “schema”. This is because cognitive biases 
may limit the assimilation of new information. Cognitive-behavioural models of 
treatment explicitly recognise this and consequently focus on cognitive factors as well 
as behavioural factors.
Butler, Cullingham, Munby, Amies & Gelder (1984) compared exposure to exposure 
plus anxiety management training (AMT) and a waiting list control condition. Both 
treatment conditions resulted in significant change on: patient rated and assessor rated 
measures of phobic severity; and on anxiety as measured during a behavioural test. 
Yet there were little differences between the two treatment conditions, apart from 
when cognitive factors were assessed; here the exposure plus AMT condition was 
superior. Both 6 month and 12 month follow-ups indicated that the “exposure plus 
AMT” groups’ gains were maintained. Such results indicate that addressing the 
cognitive component, alongside exposure, has a better effect on social phobia. Yet it 
still remains inconclusive whether the AMT had an effect on its own or whether it 
merely facilitated exposure. As the AMT package also contained relaxation and 
distraction techniques, it makes it impossible to ascribe the superiority of the 
combined intervention solely to the cognitive component. Post hoc analysis, however, 
suggested that rational self-talk was the key ingredient of the AMT package, thus 
advocating the efficacy of cognitive based interventions.
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Multi-Component Interventions.
Turner et al, (1994) developed and administered a multi-component behavioural 
treatment programme for social phobia called “social effectiveness therapy”, (SET). 
Initial results indicated that SET is a promising treatment for the most severe and 
pervasive form of social phobia. This intervention successfully addresses the various 
aspects of social phobia as significant change occurred across all dimensions and with 
various forms of measurement. 84% of their subjects who completed treatment 
showed 'moderate' or 'high' end-state functioning at post-treatment. Furthermore, the 
outcome based on this composite index is considered particularly important as cut offs 
are determined by the performance of a normal comparison group. However, there 
was no controlled comparison condition within the experimental design of the study, 
limiting the validity of the conclusions.
Heimberg, Dodge & Becker (1987) developed a multi-component cognitive- 
behavioural treatment package for social phobia. Applications of this approach 
resulted in significant reductions in anxiety as reflected in a series of behavioural, 
physiological and subjective measures. These gains were maintained across a six- 
month follow-up for 85% of the subjects. This, and other studies reviewed by 
Heimberg (1989), indicates the effectiveness of cognitive-behavioural treatments for 
social phobia. However, such packages incorporate an exposure component, which 
does not help to clarify if it is the cognitive component of treatment, which has 
instigated change in phobic anxiety and avoidance, or whether cognitive techniques 
facilitate the effectiveness of exposure.
A multi-component technique was also investigated by Mattick & Peters (1988) who 
found that patients receiving a combined, integrated intervention fared significantly 
better on several measures compared to exposure. This superiority was maintained on 
measures of behavioural approach, self rated avoidance and end-state fimctioning at 
follow-up. Mattick & Peters (1988) found that the exposure condition had superior 
improvements on behavioural tests at post-treatment assessment, compared to the 
modest gains achieved by the cognitive restructuring condition. However, the 
exposure group showed deterioration at follow-up and the cognitive restructuring
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condition patients had continued to improve. The combination condition was found to 
be superior at the follow up on the behavioural test. In this study, an attempt was 
made to predict end-state fimctioning. Changes in the fear of negative evaluation 
accounted for the largest amount of variance in outcome. This finding has important 
implications since exposure alone has been shown in several studies to be less 
effective in producing these attitudinal changes, (Butler et al., 1984). This finding 
implies the importance of including cognitive components in interventions with social 
phobics.
In contrast, Hope, Heimberg & Bruch (1990) conducted a component analysis of 
cognitive behavioural group treatment for social phobics, compared to an exposure 
alone condition and found that the latter technique was more effective in the short 
term and that there were no differences between the groups at follow-up. However, it 
was pointed out by the authors that the patients receiving cognitive-behavioural 
intervention in this study, improved substantially less than other studies conducted in 
this area, perhaps raising doubts about the quality of intervention delivered.
Mattick & Peter (1988) attempted to disentangle the effects of cognitive fi*om 
behavioural interventions and found that behavioural gains obtained fi-om pure 
exposure were lost with time, suggesting that cognitive change may be an important 
mediator of response. Pure cognitive intervention affected cognitive variables in a 
positive therapeutic direction and, although behavioural change was lacking in the 
short term, this gradually developed over time. The combination o f the two 
approaches produced a significantly better result overall. Heimberg, Juster, Hope & 
Mattia (1995) claim that improvements among cognitive-behaviourally treated 
patients appear to be robust and can be maintained for up to 5 years after treatment.
Combining exposure and cognitive restructuring appears to produce effects superior to 
exposure alone. However, it is suggested by Mattick, Peters & Clarke (1989) that the 
effects of adding cognitive restructuring to exposure were not substantial since, in 
their study, the between-group analysis showed that the combination group was 
superior to the exposure group on only two measures. Other studies have indicated 
that cognitive restructuring does not enhance the effectiveness of exposure, Biran et
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al, (1981), however, before one accepts these conclusions it must be stated that in this 
study, cognitive and behavioural components were delivered in isolation and not fully 
integrated as is recommended by Heimberg (1989).
Although there are some data to support the role of cognitive procedures for treating 
the disorder, the evidence is not particularly compelling and where advantages have 
been found for cognitive procedures, they have been slight. It may be that the 
cognitive treatments used have been too brief and focused to show their potential and 
that longer and more intensive therapy is required in order to maximise the treatment 
effects.
Mechanism of Change.
It has been presumed, with a great deal of this research, that the effects of the 
intervention are consonant with the treatment approach, yet Newman, Hofmann, 
Trabert, Roth & Taylor (1994) found that cognitive change could be achieved with a 
purely behavioural treatment as assessed by two cognitive measures, including the 
Fear of Negative Evaluation Scale, (FNE: Watson & Friend, 1969). Indeed the degree 
of cognitive modification was said to be equal to, or better than, modification shown 
in other studies using behavioural or cognitive-behavioural interventions.
Newman et al’s evidence indicates that behavioural treatment delivered in a group 
format achieves changes on cognitive measures compared to when it is delivered in 
individual sessions. This finding was explained by group treatment facilitating and 
providing positive feedback regarding the individual’s skills and ability to handle 
social situations. This feedback is hypothesised to directly address the patient’s 
negative schemata. Moreover, because the source of feedback is less threatening 
(peers compared to therapist), it may be more easily processed and, as it is provided 
by more than one person, it may be more credible. The results of this study could also 
be explained by placebo effects, as a non-specific treatment group was not included in 
the experimental design. Also, no long term follow up assessment was made, making 
it difficult to assess the long term maintenance of cognitive changes induced by 
behavioural intervention. One additional limitation of this study is that it was
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concerned with the discrete subtype of social phobia and therefore generalisations to 
the generalised subtype are not permissible.
The suggestion that a behavioural treatment led to cognitive change, (Newman et al, 
1994), does not rule out the possibility that a cognitive-behavioural intervention is 
superior to a purely behavioural one. This study is, however, a good example of the 
lack of a clear-cut differentiation between cognitive and behavioural treatments.
Mattick et al., (1989) highlighted that simply classifying therapeutic techniques as 
behavioural or cognitive on procedural grounds and subsequently implying different 
mechanisms of action is to confuse process with procedure. Wilson (1984) found that 
cognitive restructuring alone might take longer than exposure treatments to affect 
behavioural measures. The mechanism through which these continued behavioural 
gains occurred for the cognitive restructuring alone group is unclear, although it is 
possible that this procedure motivated subjects to enter phobic situations across the 
follow-up period. There is a need to begin to examine the mechanisms by which 
treatment exerts its effects.
The Role of Core Beliefs.
In social phobia, fear of negative evaluation by others appears to be a major 
component and the reduction of this fear has been hypothesised to be an important 
mediator of improvement (Butler, 1985). However, little research has been directed at 
attempting to assess the extent to which the reduction in fear of negative evaluation or 
irrational beliefs, more generally, mediates treatment effects. Mattick et al.’s (1989) 
regression analysis indicated that change in fear of negative evaluation was most 
predictive of long term improvement, which provides empirical support for the 
clinical observation that, in social phobia, an excessive concern over the opinions of 
others plays a major role in mediating avoidance behaviour.
Little research effort has been devoted to examining the notion that successful 
treatment of social phobia, or long term maintenance of improvement, may be related 
to changes in cognitive processes or cognitive structure. Intuitively, a social phobic
1 0
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may be "cured" when he/she no longer perceives social situations as threatening, or 
processes social information in such a way that offers erroneous conclusions.
Cognitive Biases.
Lucock & Salkovkis (1988) extracted evidence which indicated that cognitive factors 
may be important in social anxiety and may explain why individuals with appropriate 
social skills fail to use them in some situations and do not experience decrements in 
anxiety when they do. Highly socially anxious people have been found to evaluate 
standardised interpersonal feedback more negatively. Asmundson & Stein (1993) 
found that social phobics selectively attend to, or devote disproportionate attentional 
resources to, socially threatening cues. They are also more likely to remember 
negative interpersonal reactions and to underestimate their own level of interpersonal 
skills in social situations. Socially anxious individuals are prone to generate a high 
frequency o f negative cognitions in stressful situations. Lucock & Salkovkis’ (1988) 
research supported the notion that socially anxious patients are likely to regard 
negative social events as particularly likely to occur and difficult to deal with 
(Edelmann, 1985).
Where such cognitive biases exist, they appear to inhibit socially inappropriate 
behaviour regardless of available skills. Unless such biases are directly modified, 
treatment cannot be considered complete, as relapse would be highly likely. 
Therefore, the impact of behavioural, cognitive and cognitive-behavioural 
interventions on these information-processing biases must be considered in future 
research. Simultaneously, there is a need to continue the development o f assessment 
methods and interventions aimed at changing these fundamental elements of social 
phobia.
Criticisms of the Literature.
Samples.
Heimberg (1989) provided a detailed critical analysis of the effectiveness of cognitive 
and behavioural treatments for clinical populations of social phobics. He commented
11
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on the wide variability between studies in terms of the demographics of the samples 
studied. The implications of such variability, when looking at the outcome 
effectiveness of different psychological techniques, is important as people face 
different social challenges at different points in their lives. Thus, comparing an 18 
year old with a 61 year old may confound results. Longevity of social distress is a 
further factor that may confound the interpretation of results, as it is variable and its 
impact largely unclarified.
Co-morbiditv.
Little data has been made explicit about the clinical population's possible co­
morbidity: Bruch, Heimberg, Berger & Collins (1989) has commented on the overlap 
between social phobia and avoidant personality disorder. There is a danger that 
people with more severe social disorders are being mixed up with "pure" social 
phobics within studies. This heterogeneity of the samples could refute conclusions 
made. A further limitation is that there are few treatment efficacy data for those social 
phobics who have a co-occurrence of Axis I and II conditions. Neither does the 
literature report on the efficacy of behavioural treatment by subtype, although it is 
clear that the generalised subtype is a much more severe and complicated condition. 
Approximately two-thirds of social phobics treated in anxiety disorder clinics are of 
the generalised subtype. It is likely that current treatments are less effective with the 
generalised subtype than the specific subtype (Turner et al, 1994).
Experimental Methodologv and Design.
Again, wide variability across studies in terms of experimental design and 
methodology impedes comparison; in some studies treatment has been administered in 
individuals sessions, in others it has been conducted on a group basis. The amount of 
treatment has also varied from 5 to 15 sessions for individual treatment and from 2 to 
24 sessions for group treatment. Total treatment time has varied from 7.5 to 24 hours 
(Heimberg, 1989).
The length of follow-up assessment has also been diverse; occasionally it has not 
occurred at all! Heimberg (1989) found that the mean length of follow-up in social 
phobic treatment outcome studies was just 5.12 months, leaving many questions about
1 2
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the long term maintenance of change after psychological intervention unanswered. 
The quality o f experimental control was another area criticised by Heimberg (1989), 
as few studies have utilised multiple baseline designs; control conditions were scant 
and occasionally inappropriate. Such factors threaten the internal validity of studies 
and may confound the conclusions offered. The lack of adequate control conditions 
has important implications in that, changes in psychological factors cannot be 
ambiguously attributed to any combination of psychological intervention, as 
competing hypotheses for these changes such as passage o f time, maturation, extra 
treatment events are also present.
Most studies have based judgement of positive outcome on statistical significance 
with few efforts to determine the clinical significance of findings. This issue begs the 
question, of what clinical criteria researchers are basing their "improved status" on? 
To date, few studies have compared post-treatment status of social phobics with the 
behavioural functioning of normals. Mattick, Page & Lampe (1995) found that by 
using stringent criteria of end-state functioning, only one-third o f patients who 
received relatively brief, cognitive-behavioural interventions, achieved 'high' or 'very 
high' end-state functioning. Thus some two-thirds of patients treated with this method 
are likely to be left with significant pathology, although the majority do show 
improvements in symptoms.
Measurement Issues.
CBT interventions are purported to produce changes in emotions and behaviour via 
their effect on cognitive variables. However, Heimberg (1994) points out that it is not 
possible to provide support, or disconfirmation, for such propositions without 
adequate measurement of cognitive constructs. Therefore the development, validation 
and utilisation of a broad range of cognitive assessment devices is central to all other 
activity related to cognitive-behavioural theory and treatment of social phobia.
A limited number of devices have been used in studies of treatment outcome in social 
phobia. Questionnaires that assess cognitive "traits" such as the Fear o f Negative 
Evaluation Scale (FNE: Watson & Friend, 1969) have been used extensively. Yet this 
inventory was developed for use with college students and therefore the
13
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appropriateness of its use with social phobics has been debated (Heimberg, Hope, 
Rapee & Bruch, 1989). The Irrational Beliefs Test (IBT: Jones, 1969) has also been 
widely used in studies of social phobia. Yet this inventory measures aspects of 
irrational thinking as defined by Ellis (1962) and is not specific to social anxiety.
The use of endorsement methods such as the Social Interaction Self-Statement Test 
(SISST: Glass, Merluzzi, Biever & Larsen, 1982) has been limited. The SISST 
appears to be sensitive to change in treated social phobics, (Turner, Beidel & Jacob, 
1994). But this tool has had limited use; those occasions when it has been used the 
original instructions have been modified, which may have affected its responsiveness 
to change. Inappropriate application may also compromise its validity.
Production methods of cognitive phenomena have been rarely used in studies of the 
treatment of social phobia. This latter device avoids the possibility that reported 
thoughts were stimulated by the assessment device rather then the interaction task. A 
smattering of other cognitive assessments have appeared in the literature including; 
assessment of subjects' attributions for outcome of social successes and failures 
(Heimberg et al, 1988) and; measures of subject's estimates of the likelihood of 
occurrence of positive and negative social and non-social events, (Lucock & 
Salkovkis, 1984).
Despite "positive" findings being assigned to cognitive-behavioural treatment 
outcome studies, questions remain about the FNE and IBT as cognitive assessment 
devices. Small changes and lack of differential change are typical of studies that used 
the FNE. This may indeed represent an accurate accounting of the effect of cognitive- 
behavioural treatment on fear of negative evaluation, but aspects of the FNE itself 
may mitigate against accurate measurement. Firstly, its true-false format makes 
changes more difficult to realise than a format that provides for gradients of response. 
Secondly, the FNE is not a pure measure of cognition, rather it confounds the 
assessment of cognition and anxiety. This may account for lack o f differential 
treatment effects, since all treatments attempt to reduce anxiety, while only some 
target cognition. The meaning of change in the FNE therefore, is unclear as it may 
reflect changes in cognition, anxiety or both. Therefore, it is not the ideal measure to
14
Adult Mental Health Essav. Year 1
use on studies of social phobia and the results, of those studies that have incorporated 
it, should be interpreted with caution.
Conclusion:
The evidence to date about the effects of psychological intervention on social phobia 
is controversial, however there does appear to be a preference for the inclusion o f a 
cognitive component when treating this disorder. Before any firm conclusions can be 
made however, there is a need for accurate cognitive assessments that are validated for 
use with social phobics, to be developed and utilised. The impact of information 
processing biases in the social phobic must also be acknowledged and addressed. The 
methodological issues criticised above must also be remedied before conclusive 
evidence is obtained about the efficacy o f different psychological interventions on 
social phobia.
15
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How might you evaluate quality of life changes in people with learning 
disabihties who have moved from hospital to a community home? Describe the 
advantages and disadvantages of your chosen approach or approaches.
Introduction.
In this discussion, I shall provide the background to the new interest in the concept of 
quality o f life of learning disabled people in the community. The definitions and ways 
in which the concept of quality o f life has been operationalised will also be referred to. 
The various methods of measuring this phenomenon will be highlighted, alongside 
their respective advantages and disadvantages. Theoretical and philosophical issues 
raised by the literature will also be considered.
Historical Background
The principles of deinstitutionalisation and normalisation, for people with learning 
disabilities, have existed for at least 30 years and studies have attempted to evaluate 
the community services provided from many perspectives. However, until recently 
many of these evaluations were service or organisation based, with little attention 
given to the experiences o f those being served. It now seems that Quality of Life 
(QOL) is the concept of the ‘90’s. The interest in this phenomenon is derived from 
several issues: including concern about the QOL of people with learning disabilities in 
community placements (Landesman, 1986); the realisation of the impact social 
environments have on an individual’s lifestyle (Edgerton, 1975); the need for outcome 
measures of community placements: and the new emphasis on a holistic appraisal of 
people’s satisfaction with life quality.
Definition of Quality of Life.
Many attempts have been made to define QOL; here are some examples from the 
literature. Brown, Bayer & Brown, (1988) believed that QOL could be “ viewed as 
the discrepancy between a person’s achieved and their unmet needs and 
desires...quality of life can also be viewed as the degree to which an individual has 
control over his or her environment.” Taylor & Bogdan, (1990) argued that QOL is a 
matter of subjective experience and thus definitions should not be based on other 
people’s assumptions of what a high QOL is. Goode, (1990) postulated that ‘Svhen an
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individual with or without disabilities is able to meet the important needs in major life 
settings (work, school, home, community), whilst also satisfying the normative 
expectations that others hold for him or her in those settings, he or she is more likely 
to experience a high QOL”.
Work carried out by Halpem, Nave, Closae & Nelson, (1986) emphasised the 
importance of client satisfaction and the interrelationships between this and 
occupation, residential environment and social support and safety. Vitello (1984) saw 
QOL as a multidimensional construct and, in the context of learning disabilities, its 
dimensions include normalised and decent living conditions, responsible degrees of 
autonomy and opportunities for general growth and happiness.
These definitions differ in the extent to which they encompass objective and 
subjective aspects contributing to an individual’s QOL. Many commentators now 
acknowledge that QOL involves both the objective conditions of an individual’s life 
and their subjective satisfaction with life (i.e. Schalock, 1990; Cummins, 1992), but 
no consensus has been reached in the literature regarding the definition o f QOL. 
Indeed, Hughes, Hwang, Kim, Eisenman & Killian, (1995) found 44 distinct 
definitions of QOL.
Operationalization of QOL Concepts.
A variety o f variables have been studied in comparative service evaluations (e.g. 
Raynes, Wright, Shiell & Pettipher, 1994) regarding QOL for learning disabled people 
in the community. Psychologists have attempted to assess QOL from one of the three 
following perspectives: social indicators, psychological indicators and goodness of fit. 
Social indicators refers to external environmentally based conditions such as health, 
social welfare, friendships, standard of living, education, public safety, housing, 
neighbourhood and leisure. As Schalock, Keith, Hoffinan & Karen, (1989) highlight, 
such indicators are usefiil in observing a population’s QOL yet are insufficient to 
measure QOL from the individual’s perspective. Psychological indicators have 
therefore also been employed, which attempt to quantify a person’s QOL by assessing 
subjective reactions to life experiences. The focus from this perspective tends to be 
on psychological well being or personal happiness/satisfaction (Heal & Chadsey-
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Rusch, 1985). Schalock et al. (1989) and Schalock & Jensen (1986) observed that the 
match or “goodness of fit”, betw^een a person’s skill repertoire and the demands o f the 
environment, influences QOL among people with learning disabilities following a 
move to the community. They suggested the better the “fit” the higher the QOL.
Researchers have argued that no single instrument is likely to capture QOL as it is 
experienced across individuals (Edgerton, 1990), as the specific aspects that influence 
one’s QOL varies across individuals and their life spans (Borthwick-Dufiy, 1989) and 
fluctuates in response to environmental changes (Edgerton & Bercovici, 1976). Yet, 
Hughes et al (1995) suggest that agreement can be reached regarding the fundamental 
dimensions that comprise QOL. In a review of the community psychology, 
community integration, mental health and employment literature fi*om 1970 to 1993, 
Hughes et al (1995) found 44 distinct definitions of QOL which they developed into a 
conceptual fi-amework of 15 dimensions, each of which included several components.
Hughes et al, (1995) provided the first conceptual model of QOL components, derived 
firom the literature and supported by empirical measures. Such a model indicates that 
QOL is multidimensional and interactional. This is an important advance because, as 
Schalock, (1990), comments, in order to know whether people experience QOL we 
need a measurable conceptual model of this construct. However, Newton, Ard, 
Homer & Toews, (1996) believed that the huge variability of QOL measures 
identified in the Hughes et al, (1995) study highlighted the lack of consensus 
regarding QOL, especially at the level o f measurement, which made them question the 
utility of the concept. Rapley & Lobley, (1995) also commented that the operational 
definition and measurement of the constmct and demarcation of the sub-domains of 
QOL is still poorly developed.
Measurement of QOL.
Not only have many different variables been taken to indicate QOL (or at least 
contribute to it), there have also been many different measurement procedures 
employed. One measurement technique that has been applied to various variables 
believed to contribute to QOL, is direct observation (Murphy, Holland, Fowler & 
Reep, 1991). This technique has usually incorporated the use of momentary time
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sampling (Mansell, Jenkins, Felce & DeKock, 1984), which can measure the extent of 
resident activity, for example, but is not sensitive to differentiate the quality o f the 
activity, or level of satisfaction obtained by it, for the client.
Resident activity patterns have received particular attention in this area because they 
can be directly measured. Yet direct observation is more intrusive when conducted in 
a community setting and therefore there are increased problems with reactivity 
(Kazdin, 1979) and sampling adequacy (Repp, Barton & Brulle, 1982; Mansell, 1985) 
compared to conducting direct observations in the context of an impersonal institution. 
Such a technique is also labour intensive which has lead to attempts to develop other 
measures such as checklists (Pratt, Luszcz & Brown, 1980) and reconstructions of a 
“typical client’s day. Data showing that these two latter methods accurately measure 
actual patterns o f activity are notably lacking (Joyce, Mansall & Gray, 1989).
The use of diary records kept by staff of resident activity is also limited in terms of 
accuracy (Joyce et al, 1989). It seems the more variable the behaviour o f the person 
being studied, the greater the inaccuracy of the diary method. When staff are 
recording the behaviour of someone else, another possible source o f error is the way 
staff define behaviour - the diaries may actually reveal the intentions of staff rather 
than the actual behaviour produced. Also, staff may have become habituated to some 
behaviours and therefore do not record them, again, leading to incomplete data. Such 
limitations highlight the utility of direct behavioural observation (Repp & Barton, 
1980) for obtaining accurate data of residential activity.
Different Measures Available: Advantages and Disadvantages.
A number of authors have developed theoretical models that connect the various 
aspects of, and factors determining QOL (Brown et al. 1988; Schalock et al., 1989; 
Goode, 1990; Parmenter, 1992) and some assessment instruments have been 
developed based on these models. Others have developed instruments that evaluate 
learning disabled people’s QOL without explicitly using a theoretical model (Cragg & 
Harrison, 1986). Still other researchers have made eclectic use of existing 
questionnaires and scales that were not initially developed for this purpose.
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Schalock, Keith & Hoffinan’s Quality Of Life Questionnaire, (1990) evaluates the 
extent of the individual’s control of the environment; the individual’s use of public 
facilities and the quality of his/her social relationships and the authors have connected 
their assessment to an index which can be used to indicate how high the learning 
disabled person’s QOL is. Yet, a cut off point, which indicates an unacceptable QOL, 
has not been provided limiting the usefulness with which scores can be interpreted. 
One advantage of this model though is that it allows one to focus on how best to 
improve the fit between people and their living environments, thus promoting a 
pathway to achieving high QOL fi"om a goodness of fit perspective.
Cragg & Harrison’s (1986), Questionnaire on Quality Of Life is widely used (but it 
has limited applicability as it was designed for a group home context only). The 
information gained from the instrument is considered alongside observations and 
discussions with staff and the individual themselves. The standards of this instrument 
have been based on a standard of QOL that would be acceptable to people with no 
disabilities, thus providing a cut off point and therefore criterion that indicates when 
intervention is required. An updated version o f this instrument is Compass: A 
Multidimensional Evaluation of Quality in Home Life (Cragg & Look, 1992), which 
assesses the degree to which, the lives of people with learning disabilities in 
residential provision are consistent with the Normalisation principles, as set out in the 
five accomplishments (O’Brien & Lyle, 1987). This tool includes one additional 
accomplishment, that of enabling individuality (e.g. Blunden, Evans & Humphreys, 
1987). The advantage of this instrument is that it is based on theoretical principles 
and has different approaches of assessment within it, which helps to obtain a wider 
analysis of an individual’s QOL.
Felce & Perry, (1995) highlighted the wide array of objective measures of QOL and 
they assessed to what degree these tapped the same fundamental domains o f QOL. 
Quality of housing has been measured by Rotegard, Bruininks & Hill’s (1981) 
Characteristics of the Physical Environment Scale, (CPE), which provides anchors for 
each continuum; the Physical Quality Scale, (PQS), (Conroy & Bradley, 1985) and the 
original facility subscale score of the Programme Analysis of Service Systems, 3rd 
edition, (Wolfensberger & Glenn, 1975), (PASS 3). Perry & Felce, (1995) found that
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the PASS 3 subscale score has close agreement with the CPE and that there are 
overlaps between the CPE and the PQS. However, the PQS seems to measure a 
different aspect of housing quality having more to do with space, cleanliness and 
physical standards of decoration and furnishings and the CPE more to do with degrees 
of homeliness, (Perry & Felce, 1995). As these two measures are looking at slightly 
different aspects, it may be beneficial to combine using the two when evaluating the 
housing aspect of QOL.
The variable of social interaction has been assessed with: direct observation; the use 
o f the social distance items from the Group Home Management Schedule, (GHMS) 
(Pratt et al, 1980); the involvement, support and spontaneity subscales of the 
Community Orientated Programmes Environment Scale, (COPES), (Moos, 1974), 
which assesses how involved in the service, individuals are; the support staff provide 
and the mutual support between users. These two measures correlate at levels of 
significance and therefore appear to be tapping the same construct, which indicates 
that either of them can be used to assess the social interaction element of QOL.
Direct observations and the PASS 3 interaction subscale were found to have little 
agreement, the latter judges whether interactions are warm and positive and free from 
devaluation, therefore the emphasis here is on quality, whereas direct observations 
focus on the frequency o f activity. Quality and quantity clearly complement each 
other, both have their uses and a combination of the two perspectives are 
recommended when evaluating QOL.
Social and community integration can be measured with the Index of Community 
Involvement - Form 2, (ICI), (Raynes, Sumpton & Pettipher, 1989), which reflects the 
range of resident involvement in social activities and their use of community based 
facilities. Direct observation of the frequency and nature of social contacts and 
community activities has also been used, as well as two cluster ratings o f PASS 3 
(physical and social integration). The ICI was differentiated from the other measures 
by Felce & Perry, (1995): it has a different focus and asks if residents have done a 
variety of social or community activities within the last month. Therefore this tool 
provides categorical data only and has limited sensitivity to the frequency with which
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events are undertaken. Again there is a need to combine both aspects to gain a wider 
picture o f a learning disabled person’s QOL. It is important to remember that, even 
when relatively high levels of social and community activities have been achieved, 
residents may still have very limited social networks and engage in few activities 
which bring them into close relationships with other citizens. As such, they may 
remain on the fringes of society (e.g. Fleming & Stenfert Kroese, 1990)
As indicated above, resident activity has been widely used as a measure contributing 
to QOL. Direct observations assess the extent of activity. Components o f the PASS 3 
have also been used to assess the quality o f activity in relation to age and cultural 
norms and authors have taken the Involvement scale from COPES as a method of 
evaluating activity. The Index of Participation in Domestic Life assesses the extent to 
which a facility provides opportunities for individual residents to be involved in 
domestic tasks (it is a measure of opportunity rather than resident skill level or 
competence per se). The Characteristics o f the Treatment Environment Scale, (CTE), 
(McLain, Silverstein, Hubell & Brownlea, 1974) assesses the developmental potential 
of a community setting for people with learning disabilities from two angles; the 
degree to which people are encouraged to function independently (autonomy) and; the 
variety and frequency o f social and recreational activities made available to residents 
(activity).
The measures of resident activity appear to fall into two distinct groups: the IDPL, 
PASS 3 and observed activity focuses on the activity of the residents and; the COPES 
and CTE are directed more at staffs organisation of the setting which facilitates 
activity. Therefore at least one measure from each of these categories seems 
important when assessing QOL.
Personal development of learning disabled people has been appraised by a change in 
score on the Adaptive Behaviour Scale (Nihira, Foster, Shellhaas & Leland, 1974), 
which assesses the developmental progress of adaptive behaviour. The personal 
growth dimension o f the COPES (which consists of four subscales, autonomy, 
practical orientation, personal problem orientation, and anger and aggression) has also 
been utilised. The ‘developmental growth orientation’ rating cluster of PASS 3 has
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also been employed. This tool reflects the degree of focus on developmental issues 
within the service structures and processes; it explores the extent of physical or social 
overprotection and the intensity of, and relevance of, individual programming 
pursued. As such, this tool can be seen more of an organisational approach to this 
component o f QOL, as opposed to an idiosyncratic approach.
The ABS was found distinctive from the other measures by Felce & Perry, (1995), it 
is concerned with what residents can do: actual skill levels as opposed to any aspect of 
environmental milieu that may promote personal development. The other two 
measures are more concerned with structures and processes that indicate an 
environment as conducive to personal development. System and personal aspects of 
personal development obviously have connections and therefore it is recommended 
that both aspects are considered.
Autonomy and choice in learning disabled people has been evaluated by three 
indicators; a combination of the age appropriate autonomy and rights and 
individualisation ratings from PASS 3; the depersonalisation, block treatment and 
rigidity o f routine items from the GHMS; and by the use of the Choice Making Scale, 
(CMS), (Conroy & Feinstein, 1990) which estimates the extent to which staff 
encourage residents to make choices. Felce & Perry, (1995) found that these 
measures assess similar quality concerns and therefore it is only necessary to use one 
of these tools when assessing this aspect of QOL.
In general, Felce & Perry, (1995) found that there was broad agreement between 
measures reflecting similar aspects of life: this finding should increase researchers' 
confidence when choosing measurements to assess QOL. Yet it is important to 
remember that, even within each of the QOL domains, more than one measure may be 
needed to represent quality concerns fully. As discussed above, some of these tools 
tap into the main domains in a slightly different way and therefore obtain different 
types of information, which is important to consider when evaluating the quality o f 
life o f a learning disabled person in the community.
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General Criticisms of the Measurement of QOL.
Although the research, so far, has employed many different tools (most of which 
appear to have some utility) and various assessment methodologies have been 
adopted, this area is not without criticism. The standardisation sample for the Quality 
of Life Index, (Keith, Schalock & Hoffman, 1986), which is a global measure of three 
aspects of QOL, only included approximately 19% of individuals classified within the 
severe to profound range of mental retardation, therefore questions are raised about 
the validity and reliability o f using this tool with this particular learning disabled 
population. Methodological limitations are also caused by the fact that, on several 
instruments there is little variability in responses on several items when severely and 
profoundly disabled people are assessed, which is detrimental to the tool’s 
psychometric basis. There is also a great difficulty when it comes to answering 
subjective items on behalf o f non-verbal clients, which decreases the reliability of the 
data obtained.
There is an emphasis currently on seeking a clients' views about their quality of life 
(Jones & Bassett, 1987), however, most research in this area has included only 
comparatively able people. Many problems are anticipated in obtaining the views of 
the severely disabled. For this population, it may be necessary to rely on direct 
observations and objective methods of evaluating quality of life. Other difficulties 
arise with seeking the views of even relatively able people, as the use of 
questionnaires is marred by response sets such as social desirability, gratitude and the 
Hawthorn effect, as well as acquiescence.
Philosophical Changes & Implications.
Much research concerning the move of the learning disabled into the community, in 
the past, has been concerned with how people adapt to community life: now the 
emphasis is on users’ own perceptions of the changes in their quality o f life resulting 
from the move utilising various methods of assessment and numerous tools. This is a 
huge advancement, as the prior focus on adaptive behaviours meant that the object of 
interest was achievements valued by caregivers and other professionals and little 
attention was given to their significance for people with learning disabilities. The 
importance placed on adaptation reinforces the view that people should conform to a
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certain standard of living skills and patterns of behaviours and therefore there vyas an 
emphasis on the patient to change to become acceptable to society (Ryan & Thomas, 
1980). Emmerson, (1985) called for professionals to shift their attention, fi-om the 
capabilities of people with learning disabilities, to the QOL provided by the 
environment in which they live. This was an improvement in terms of ethos, yet very 
often research pertaining to QOL had been preoccupied with concrete and easily 
measurable variables. Research that is more recent has recognised the individuality 
and variability associated with QOL and stresses the importance o f subjective 
perception. The use of both objective and subjective measures of QOL is to be valued 
to gain an overall picture of the quality o f life learning disabled people are managing 
to achieve in the community. Employing both approaches also highlights any 
discrepancies that require intervention.
The change of emphasis in this arena onto QOL focuses attention on disability and 
limitations of the environment rather than a simple formal labelling of the individual. 
The issues generated by a concept such as QOL are global, (Landesman, 1986) yet 
provide two notable impacts; theoretical, as it effects our basic perceptions o f learning 
disability and towards a practical consideration on which action is to be taken. The 
greatest value of the concept of QOL provides a platform to discuss and examine 
behaviour and environment fi-om the consumer’s point of view, rather than carrying 
out assessment and treatment which is imposed on the individual.
The emphasis on subjective perceptions of quality of life is normalising and to be 
valued, as it is at last regarding learning disabled people as people with opinions and 
views, however, we must take into account difficulties that may be encountered by 
this population. Rosen, (1986) raises the point that people with learning disabilities 
may have difficulty conceptualising alternatives as a precursor to making choices, 
(this is assuming that personal choice is a necessary precondition for the subjective 
approach to determining QOL). It may be that the teaching of how to make choices is 
required to fully appreciate the idiosyncratic aspects of the quality o f life.
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Conclusion.
QOL is now considered a multidimensional concept; it has been operationalised by 
many variables, yet often there is only a conjecture of a linkage of these variables to 
QOL. There is a danger that an increase in a single proxy may be treated as a positive 
indication of enhanced QOL: such a conclusion is hasty. There is a definite need for a 
wider based approach, one that provides scope for observing a wide range of QOL 
components. Again there are some limitations with this approach when attempting to 
obtain an overall QOL, as it may difficult to set improvements measured on one 
indicator against deterioration as measured on another and to produce as assessment of 
overall benefit.
Debates are still rife in the literature about the definition of QOL, as well as how it 
should be operationalised. More efforts are required to produce measurable 
conceptual models of quality of life for the learning disabled. The various methods of 
achieving this information will involve methodological difficulties, yet the benefits o f 
evaluating the quality of life for the person with learning disabilities surely surpass the 
costs. It is also important to be aware of the standardisation samples o f the various 
tools and for objective cut-off points to be provided so that the scores obtained on the 
various measures make sense in the real world.
30
Learning Disabilities Essay. Year I
References
Blunden, R., Evans, G. & Humphreys, S. (1987). Planning with Individuals: An 
Outline Guide. Cardiff: The Mental Handicap in Wales’ Applied Research 
Unit.
Borthwick-Duffy, S. A. (1989). Quality of life: The residential environment. In: W.E. 
Kieman & R.L. Schalock, (Eds.). Economics, Industry and Disability: A Look 
Ahead, (pp. 351-363), Baltimore: Brooks.
Brown, R.I., Bayer, M.B. & Brown, P.M. (1988). Quality of life: A challenge for 
rehabilitation agencies. Australian and New Zealand Journal o f  
Developmental Disabilities, M, 189-199.
Conroy, J.W. & Bradley, V.J. (1985). The Pennhurst Longitudinal Study: A Report o f  
Five Years' Research and Analysis. Philadelphia: Temple University 
Developmental Disabilities Center.
Conroy, J.W. & Feinstein, C.S. (1990). Measuring quality of life: Where have we 
been? Where are we going? In: R.L. Schalock, (Ed.). Quality o f  Life: 
Perspectives and Issues. Washington, D.C.: American Association on Mental 
Retardation.
Cragg, R. & Harrison, J. (1986). Living in a Supervised Home: A Questionnaire on 
Quality o f Life. Wolverley: Kidderminster, Worcs.: West Midlands Campaign 
for People with a Mental Handicap.
Cragg, R. & Look, R. (1992). Compass: A Multiperspective Evaluation o f  Quality o f  
Homelife. Birmingham: R.J. Cragg Publishing.
Cummins, R.A. (1992). Comprehensive Quality o f  Life Scale - Intellectual Disability. 
(3rd edition), Melbourne: Psychology Research Centre,
31
Learning Disabilities Essay. Year I
Edgerton, R.B. (1975). Issues relating to quality of life among mentally retarded
individuals. In: M.J. Begab & S.A. Richardson (Eds.j, The MentallyRetarded 
and Society: A Social Service Perspective, (pp 128-142). Baltimore: 
University Park Press.
Edgerton, R.B. (1990). Quality of life from a longitudinal research perspective. In: 
R.L. Schalock, (Ed.). Quality o f  Life: Perspectives and Issues. Washington, 
D.C.: American Association on Mental Retardation.
Edgerton, R.B. & Bercovici, S.M. (1976). The cloak of competence: Years later. 
American Journal O f Mental Deficiency, 485-497.
Emmerson, E.B. (1985). Evaluating the impact of deinstitutionalisation on the lives of 
mentally retarded people. American Journal o f  Mental Deficiency, 90, 227- 
288.
Felce, D. & Perry, J. (1995). Quality of life: its definition and measurement.
Research in Developmental Disabilities, 1^  51-74.
Fleming, I. & Stenfert Kroese, B. (1990). Evaluation of a community care project for 
people with learning disabilities. Journal o f  Mental Deficiency Research, 34, 
451-464.
Goode, D.A. (1990). Thinking about and discussing quality o f life. In: R.L.
Schalock, (Ed.). Quality o f Life: Perspectives and Issues. Washington, D.C.: 
American Association on Mental Retardation.
Halpern, A.S., Nave, G., Closae, D.W. & Nelson, D. (1986). An empirical analysis o f 
the dimensions of community adjustment for adults with mental retardation in 
semi-independent living programs. Australian and New Zealand Journal o f  
Developmental Disabilities, \2, 147-157.
Heal, L. & Chadsey-Rusch, J. (1985). The lifestyle satisfaction scale (LSS):
32
Learning Disabilities Essay. Year I
Assessing individuals’ satisfaction vv^ ith residence, community setting and 
associated services. Applied Research in Mental Retardation, 6 ,475-490.
Hughes, C., Hwang, B., Kim, J.H., Eisenman, L.T. & Killian, D.J. (1995). Quality of 
life in applied research: A review and analysis of empirical measures.
American Journal on Mental Retardation, 99, (6), 623-641.
Jones, C. & Bassett, S. (1987). So Far, So Good? A Study o f the Quality o f Life o f  
Residents discharged from Llanfrechfa Grange. Pontypool: Gwent Health 
Authority.
Joyce, T., Mansell, J. & Gray, H. (1989). Evaluating service quality: a comparison of 
diaries with direct observations. Mental Handicap Research, 2, (1), 38-41.
Kazdin, A.E. (1979). Unobtrusive measures in behavioural assessment. Journal o f  
Applied Behaviour Analysis, 12, 713-724.
Keith, K.D., Schalock, R.L. & Hoffman, K. (1986^. Quality o f Life: Measurement 
and Programmatic Implications. Lincoln, NE: Region V Mental Retardation 
Services.
Landesman, S. (1986). Quality o f life and personal life satisfaction. Definition and 
measurement issues. Mental Retardation, 24, 141-143.
McLain, R.E., Silverstein, A.B., Hubell, M. & Brownlea, L. (1974). Comparison of
the residential environment of a state hospital for retarded clients with those of 
various types of community facilities. Journal o f  Community Psychology, 5, 
282-289.
Mansell, J. (1985). Time sampling and measurement error: the effect of interval
length and sampling pattern Journal o f Behaviour Therapy and Experimental 
Psychiatry, 16^  245-52.
33
Learning Disabilities Essay. Year I
Mansell, G.L., Jenkins, J., Felce, D. & DeKock, U. (1984). Measuring the activity of 
severely and profoundly mentally handicapped adults in ordinary housing. 
Behaviour, Research and Therapy, 22,23-39.
Moos, R (1974/ The Social Climate Scales: An Overview. Palo Alto: Counselling 
Psychologists Press.
Murphy, G., Holland, A., Fowler, P. & Reep, J. (1991). MIETS: a service option for 
people with mild mental handicaps and challenging behaviour or psychiatric 
problems. 1. Philosophy, Service and Service Users. Mental Handicap 
Research, 4.41-66.
Newton, J.S., Ard, W.R., Homer, R.H. & Toews, J.D. (1996). Focusing on values and 
lifestyle outcomes in an effort to improve the quality of residential services in 
Oregon. Mental Retardation, M  (1), 1-12.
Nihira, K., Foster, R., Shellhaas, M. & Leland, H. (1974). AAMD Adaptive Behaviour 
Scale', (1974 revision). Washington DC: American Association on Mental 
Deficiency.
O’Brien, J. & Lyle, C. (1987). Frameworks fo r  Accomplishments. Lithonia, GA: 
Responsive Systems Associates.
Parmenter, T.R. (1992). Quality o f life of people with developmental disabilities. In: 
Bray (Ed.), International Review o f Research in Mental Retardation, 18,247- 
87. San Diego, California: Academic Press Inc.
Perry, J. & Felce, D. (1995). Objective assessments of quality o f life: How much do 
they agree with each other? Journal o f  Community and Applied Social 
Psychology, 5, 1-19.
Pratt, M.W., Luszcz, M.A. & Brown, (1980). Measuring the dimensions of the quality 
of care in small community residences. American Journal o f  Mental
34
Learning Disabilities Essay. Year I
Deficiency, 85, 188-194.
Rapley, M. & Lobley, J. (1995). Factor analysis of the Schalock & Keith (1993)
Quality o f Life Questionnaire: A replication. Mental Handicap Research, 8, 
(3), 94-202.
Raynes, N.V., Sumpton, R.C. & Pettipher, C. (1989). The Index o f Community
Involvement. Manchester: The University Department of Social Policy and 
Social Work.
Raynes, N.V, Wright, K., Shiell, A. & Pettipher, C. (1994). The Cost and Quality o f 
Community Residential Care. London: David Fulton Publishers Ltd.
Repp, A.C. & Barton, L.E. (1980). Naturalistic observations of institutionalised 
retarded persons; a comparison of licensure decisions and behavioural 
observations. Journal o f Applied Behaviour Analysis, J_3,333-341.
Repp, A.C., Barton, L.E. & Brulle A. (1982/ Naturalistic observations o f  retarded 
persons. Paper given at Lake Wilderness Conference on the impact of 
residential environment on retarded persons and their careproviders. 
Washington, USA.
Rosen, M. (1986). Quality of life for persons with mental retardation: A question of 
entitlement. Mental Retardation, 24, 365-366.
Rotegard, L.L., Bruininks, R.H. & Hill, B.K. (1981). Environmental Characteristics 
o f  Residential Facilities for Mentally Retarded People. Minneapolis, MN: 
University of Minnesota.
Ryan, J. & Thomas, F. (1980). The Politics o f  Mental Handicap. Harmondsworth, 
Penguin Books.
Schalock, R.L. (1990). Quality o f Life: Perspectives and Issues. Washington DC:
35
Learning Disabilities Essay. Year I
American Association on Mental Retardation.
Schalock, R.L. & Jensen, C.M. (1986). Assessing the goodness of fit between persons 
and their environments. Journal o f  the Association o f  Persons with Severe 
Handicaps, 11, 103-109.
Schalock, R.L., Keith, K.D. & Hoffman, K. (1990). Quality of Life Questionnaire: 
Standardisation Manual. Hastings, N.E.: Mid-Nebraska Mental Retardation 
Services.
Schalock, R.L., Keith, K.D., Hoffman, K. & Karen, O.C. (1989). Quality of life; it’s 
measurement and use. Mental Retardation , 27, 25-31.
Taylor, S.J. & Bogdan, R. (1990). Quality of life and the individual’s perspective. In: 
R.L. Schalock, (Ed.). Quality o f Life: Perspectives and Issues. Washington, 
D.C.: American Association on Mental Retardation.
Vitello, S.J. (1984). Deinstitutionalisation of mentally retarded persons in the United 
States. Status and Trends. In: J.M. Berg, (Ed.), Perspectives and Progress in 
Mental Retardation. (Vol. 1). Baltimore: University Park Press.
Wolfensberger, W. & Glenn, L. (1975/ Program Analysis o f  Service Systems:
Handbook and Manual. (3rd edition). Toronto: National Institute on Mental 
Retardation.
36
Child & Adolescent Essay. Year II
Critically evaluate the models of bereavement in relation to children and discuss 
their clinical relevance. 
Introduction:
In this discussion, the emphasis will be on children who have lost a parent and on how 
their cognitive development impacts on their understanding of this trauma; 
consideration will also be given to how this model of child bereavement is relevant to 
clinical psychologists' work with children. The main emphasis will be on cognitive, 
developmental models and their implications on child bereavement.
Adult models of grief have typically emphasised different stages of grief, such as 
numbness, yearning, despair and reorganisation, (Bowlby, 1980; Parkes, 1972). This 
type of model can be useful from a descriptive point of view, yet it lends itself to 
oversimplification. A constraint of these "stage" models of the grief process is that 
they have important limitations in their applicability to treatment. These stages can be 
seen only as snapshots of the process and therefore cannot be easily translated into 
specific clinical interventions. Essential cognitive and contextual issues in the grief 
of children are not addressed sufficiently in such "stage" models.
Effects of Bereavement on Children:
Children whose parents die seem to be more prone to psychological disturbances later 
in life; Black & Urbanowich, (1987) have shown that 50% of a group of children who 
had lost their parents suffered from "bothersome" symptoms after one year. 
Psychological problems have also be shown to be evident for a long time afterwards, 
(van Eerdewegh, Bieri, Parrilla & Clayton, 1982); Handford, Mattison, Humphrey & 
McLaughlin, 1986; Rapheal, 1983).
Can Children Grieve? If So, How?
With respect to childhood bereavement there has been controversy as to whether 
children are capable of mourning. The psychoanalytic school views grieving as a 
process of detaching from the attachment object and recognising oneself as a separate 
entity and therefore, because of their limitations in terms of reality testing and object 
constancy young children cannot mourn, (Wolfenstein, 1966). However, the
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psychoanalytic literature relied primarily for its data on children who were already in 
psychoanalytic treatment at the time of a parent's death or on retrospective accounts 
from the analyses of adults who had lost a parent during childhood; samples which 
may distort the applicability of such concepts to the "normal" population.
The ethos behind more recent models is that the child should be allowed to maintain 
an internal attachment to the lost parent, as opposed to the psychoanalytic perspective. 
Indeed, Baker, Sedney & Gross, (1992) state that the "ability to maintain an internal 
attachment to the lost person may be a sign of healthy recovery, not of pathology." 
(p. 109).
Modem psychodynamic perspectives acknowledge the realistic impact of the child's 
caretaking environment; Furman, (1974) and her colleagues argued that children can 
grieve for their parents as early as three years old and that, with appropriate responses 
from surviving adults, grieving children can be greatly helped to complete their 
mourning in ways that do not compromise their ongoing development.
Worden, (1991) argued that what is needed is to find a model of bereavement that fits 
children rather than imposing an adult model. Baker et al, (1992) conceptualised the 
grief process in bereaved children as a series of psychological tasks that must be 
accomplished over time. The tasks are seen as time specific in that the particular 
tasks that are required of the individual, change over time. "Early tasks begin as soon 
as the child learns of the death. They involve gaining an understanding of what has 
happened, while employing self protective mechanisms to guard against the full 
emotional impact o f the loss. Middle phase tasks include accepting and reworking the 
loss and bearing the intense psychological pain involved. Late tasks include the 
consolidation of the child's identity and a resumption of developmental progress on 
age-appropriate developmental issues". (Baker et al., 1992, p. 105).
Such a sequential model of bereavement can be useful in guiding clinical work, as it 
provides direction in formulating short-term, treatment goals. Clinical interventions 
can then be planned according to what tasks are salient for that child at that particular 
time, of course taking into account the child's cognitive developmental level. This
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model is not meant to imply that these reactions evolve in a simple, linear fashion 
from the early tasks to the later ones, there will often be regressions to complete a 
task, which was addressed but not completely resolved.
Implications of Cognitive Development:
Worden, (1991) asserted that although children show grief-like behaviour when 
attachments are broken, the main issue in relation to childhood bereavement centres 
on the cognitive development of the child. A certain level o f development is needed 
to understand death because people cannot integrate something they do not 
understand. Polo mho, (1981). A Piagetian cognitive-developmental perspective has 
generally be used to illuminate children's understanding of death at different stages of 
development, (Koocher, 1974; Wass & Corr, 1983). Nagy, (1948) identified three 
stages in children's perceptions of death, which tie in with this model.
Sensorimotor Stage:
During the first two years of life, (Piagetian sensorimotor stage), the child understands 
the world through the active exploration and co-ordination of sensory impressions and 
motor activity. Generally, infants are considered incapable of mourning in a formal 
sense, (Shapiro, 1994), at least until the cognitive achievement of object constancy 
(which most typically occurs between 8 and 10 months of age), and the ability to form 
a mental representation of their parent. Bowlby, (1960) however, believed that 
children mourned their parent's death at about 6 months old, given that even very 
young children are disrupted in their experience and exploration of the world and in 
their emotional states by the absence of a significant carer, (Ainsworth, Blehar, 
Waters & Wall, 1978). Very young children cannot distinguish between temporary 
absence and permanent loss; "as soon as it loses sight of its mother, it behaves as if it 
were never going to see her again", (Freud, (1926/59, p. 169). Webb, (1993) 
acknowledged strong, affective responses on a separation but stressed that the infant is 
unable to understand neither the finality of the loss nor its significance in his or her 
life.
For preverbal children, grief is often experienced through disruptions in caretaking 
and in the surviving parent's incapacity to engage in attuned interactions with the child
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because of their own grief, (Shapiro, 1994). The role of the clinical psychologist 
when working with bereaved families with infants, could take the form of a problem 
solving approach to deal with the practical aspects of the trauma and also 
concentrating on counselling the surviving parents. If parents are able to take 
adequate care of themselves, this impacts on children's grief, as it allows the parents to 
meet the child's emotional needs, (Baker et al, 1992). Once toddlers have acquired 
and consolidated language skills, during their second and third years, they are in a 
much better position to communicate with caretakers about the circumstances and 
nature of a death and they can begin a process of comprehending death and its causes.
Pre-Operational Stage:
The preoperational child's cognition is characterised by an increasingly complex 
organisation of schemas, which remain closely tied to concrete reality and do not yet 
reflect abstract thought. Children at this stage of development find it difficult to 
conceptualise transformations and typically understand death to be a reversible state. 
They may think if they scream loudly enough they can awaken their deceased parent, 
who they believe is sleeping, (Saravay, 1991). Most often, pre-schoolers assume that 
the person who died chose to go away and could choose to come back. They do not 
understand the dead cease all bodily functions, (Fox, 1985), reflecting egocentricity. 
Children of this age have concrete ideas about death, i.e. that it mainly happens to the 
elderly and weak who cannot run fast enough to escape the pursuing "ghost, angel or 
space creature" who will cause their death (Fox, 1985; Nagy, 1948). Six to eight year 
olds, therefore, believe that young people, their age, usually do not die because they 
can run fast!
Pre-school children are also self- referential and have a primitive sense of causality 
which is likely to lead children of this age to the conclusion they are responsible for 
the death, (Shapiro, 1994). Understandably, these limitations of transductive 
reasoning mean that children will often carry feelings of guilt, self reproach and 
blame. It is often with these emotions and the manifestations of anxiety and fear of 
their own, and their surviving family members, deaths that children will present to a 
clinical psychologist.
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Concrete-Operational Stage:
Reduced egocentricity and improved capacity for reasoning in the concrete 
operational stage contribute to the progressive realisation that death is irreversible, 
(Shapiro, 1994). The child’s understanding of causality remains concrete and they are 
especially vulnerable to fears that the death was somehow caused by something they 
did or thought, yet there is little likelihood that they will spontaneously voice those 
fears, (Shapiro, 1994). Children in this age group are typically those who appear to be 
the least affected by the death of a close family member, as they are utilising their 
more sophisticated capacities to repress overwhelming, emotional material. It is not 
that these children have forgotten their grief; rather, it is as if they believe that if 
things are not spoken, if they act like everything is all right, life will not be quite so 
intensely painful. To reformulate this as the child's attempts to gain security by 
continuing with ordinary and well known activities as response to a world which has 
become chaotic and unsafe, can be a usefiil message for a clinical psychologist to give 
to bereaved families. Clinical work at this stage would involve providing a safe space 
and encouragement for concrete operational children to voice their feelings in a 
gradual way, so they can come to acknowledge their loss in a manner in which they 
will not be overwhelmed by painful emotions.
Children are prone to use denial and distraction more often, and they use fantasy more 
extensively, to cope with their emotional reactions (Sekaer, 1987). Children at this 
stage have a larger repertoire of coping strategies and are able to make inner plans of 
action that make them more "invulnerable", (Pynoos & Eth, 1984); they can think of 
things they will do to prevent such an event from happening again, as well as undo 
what happened in their fantasies. Through changing, undoing, reversing or taking 
revenge, they can counteract feelings of helplessness. Such plans can be explored and 
acted out in fantasy during therapy, allowing the child to feel secure and in control. 
Children often use play as an escape from their pain as a way to gain mastery over 
their complex and confused feelings about the death, (Rando, 1991). Insofar as play is 
the language of childhood, children can deal with their feelings through play in a 
displaced, disguised manner. Therefore, there is sound justification for clinical 
psychologists to use play therapy to guide the child through his feelings. The therapy 
must move at the child's pace, using play therapy methods o f symbolic
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communication, in addition to verbal interaction.
Formai Operational Stage:
Adolescents, in the cognitive sense, are capable of understanding death in fully adult 
terms. The achievement of formal operational thinking, with the accompanying 
capacity to reason abstractly and from multiple perspectives, enables the adolescent to 
fully and maturely understand the causes and circumstances of the death, (Shapiro, 
1994). However, even bereaved adults are vulnerable to cognitive confusion in 
understanding the circumstances of a loved one's death and they often attribute self 
referential actuality to the death of an important person, even if they know better 
intellectually, therefore the same holds true for adolescents, (Shapiro, 1994). Also, 
because of their new hypothetical reasoning abilities, adolescents are able to compare 
how their lives are due to a death of a parent and how it ought to be, (Baker et al, 
1992). Such abilities open up pathways to confused and ambivalent emotional 
reactions to the loss, which must be acknowledged, normalised and worked through. 
Therapeutic space is needed for adolescents to work through questions about their 
responsibility for their parent's death, their emotional reaction and to encourage a 
sense of identity that incorporates the loss experience.
The process of resuming ongoing development after the death of a parent varies 
depending on the child's relationship with both the deceased and the surviving parent 
and on the specific developmental processes interrupted by the death, (Shapiro, 1994). 
Regardless of the bereaved child's stage of cognitive development, the developmental 
dilemma of all ages is; how do you tolerate moving forward in time when this 
movement brings you into a world in which your loved one no longer exists?
Is A Stage Model of Bereavement Useful?
Piaget's (1954) theory of cognitive development can be seen as a structural-functional 
approach of an invariant sequential developmental process. Yet, research has 
indicated that there are individual differences as to when children emerge from one 
stage to another and that cultural and environmental factors may accelerate or retard 
this development. Therefore, the ages attributed to each stage are, at best, rough 
approximations, (Bower, 1982; Flavell, Everett, Croft & Flavell, 1981, Sedlak &
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Kurtz, 1981). However, the general philosophy of gradual and sequential change is 
accepted. One fiirther criticism of Piaget's theory is that children may have the 
cognitive abilities at different stages, but are not able to articulate them due to 
linguistic limitations. Therefore, it is important for the clinical psychologist to assess 
the child's level of understanding, not only from their verbal behaviour but also from 
their symbolic play.
Emotional Factors:
Most children have limited ability to verbalise their feelings as well as a lower 
threshold for psychological pain (Miller, 1971, Osterweis, Solomon & Green, 1984, 
pp. 99-141). Rando, (1991) explains that a child may manifest grief on an intermittent 
basis for many years in an approach-avoidance cycle with regard to painful feelings 
because of this "short sadness span", (Wolfenstein, 1966). Often, children display their 
grief through anger at objects or people not directly related to their loss, which can be 
seen as an adaptive defense due to their lack of tolerance for strong reactions. 
Therefore, children need to approach the pain of loss gradually, in a way that does not 
overwhelm their coping capacities.
Wider Influences:
When working with a bereaved child, the clinical psychologist should be sensitive to 
cultural and religious beliefs that emanate from the home and consider how these 
impact on the bereaved child. Different cultures and religions have rules about what 
is acceptable normal length of mourning and whether grieving is conducted in private 
or public, (Webb, 1993). Cultural practices may limit the representation of the 
deceased in the ongoing family life cycle and may restrict access o f grieving families 
to a supportive image of their deceased family member. These norms should be borne 
in mind, as it is within this cultural context that the child returns.
The Impact of Adults’ Grief on Bereaved Children:
Child bereavement literature discusses the parent's vital role in providing the right 
caretaking environment for the grieving child. Parenting, under the best of 
circumstances, is an extremely challenging demand, (Belsky & Vondra, 1989) but 
grieving adults are less available to comfort the child as they are immersed in their
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own grieving process. Children do not want to turn to their peers, because they don't 
want to be different, neither do they want to upset family members by crying in front 
of them, especially as many children consider crying babyish (Furman, 1974), and 
therefore they do their crying in private. Such a situation demands the skills of a 
clinical psychologist to allow the child to ventilate his emotions and to guide adult 
family members to communicate with their child at an appropriate developmental 
level. With their continually evolving cognitive and emotional capacities, children 
need to constantly review the circumstances and meaning of the death, (Shapiro, 
1994) and clinical psychologists can support and help parents prepare for this 
longitudinal attempt at understanding the loss.
In the many Western cultures, adults feel uncomfortable talking with children about 
death, preferring that children remain innocent of knowledge of this "terrible fact of 
life". Therefore, a child's first encounter with this concept is often during complex, 
emotionally loaded circumstances of the death of a family member. Confusion 
therefore often arises as family members may not be available to answer the child's 
questions as they are burdened by their own grief. Shapiro, (1994) also commented 
that adults are likely to deliberately give children incomplete information about the 
circumstances of the death in a well intentioned effort to protect them from 
information they might not be able to handle. These distortions are often self- 
protective for the adults, removing the need for them to face the harsh reality of the 
loss. The major downfall of this behaviour is that it inadvertently compromises the 
child's capacity to cognitively and emotionally integrate the experience (Furman, 
1974). Therefore, clinical psychologists can encourage parents to inform their child as 
much as possible about the death to counteract the fantasies that the child will create 
to make sense o f a confusing situation.
Conclusion:
The literature currently asserts that children can resolve their grief as fully as adults 
do: if they are given accurate factual information appropriate to their age and state of 
cognitive development, (Koocher, 1974, 1986); if they are given the freedom to 
express their many complex feelings about the death; if they are included in the family 
rituals such as the frmeral; and if their caretakers continue to provide stable attention
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to their needs in a secure, consistent way (Baker et al, 1992; Bowlby, 1980; Furman, 
1974; Sekaer. 1987; Silverman & Worden, 1992). Grief cannot be hurried, prevented, 
or by-passed, even with the help of therapy. Time is an essential element in recovery 
from bereavement, but it is not an elastic or controllable element in the process, 
(Baker et al, 1992).
Whereas there is ample support for the cognitive-developmental approach to children's 
concepts of death, it should be remembered that development involves more then 
maturation; it results from an interaction of biological readiness with environmental 
factors. Life experiences, intelligence levels, family attitudes and values, self- 
concepts, the child's experience of death and dying and many other, yet unexamined 
factors all seem to play a part in each child's individual attainment of meaning of 
death. It is also crucial to acknowledge that, although the major theories connected 
with child bereavement have focused on separate domains of development, and in this 
discussion the focus has been on the cognitive developmental model o f bereavement, 
children's development is in fact an integrated, highly interrelated whole of many 
factors.
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Is neuropsychological rehabilitation effective?
What is neuropsychological rehabilitation?
Wilson (1995) defined neuropsychological rehabilitation as being “concerned with the 
assessment, treatment and recovery following brain injury..” (BI) and commented that 
it involves “attempts to reduce the impact of disabling and handicapping neurological 
conditions, to enable brain injured people to reintegrate into their own social and 
vocational environments and in general to improve their quality o f life” (p. 11).
As such, neuropsychological rehabilitation is concerned with a more diffuse product 
than other, more traditional, medical specialities. In line with the World Health 
Organisation’s (1980) perspective on outcome, rehabilitation's outcome centres on 
disability and handicap rather than impairments. This emphasis dictates 
rehabilitation's outcomes to be assayed by its effects upon socio-behavioural domains, 
outcomes which have historically lacked precision and are difficult to measure 
objectively, (Cope, 1995).
To address neuropsychological rehabilitation’s socio-behavioural goals the process of 
rehabilitation incorporates multi-disciplinary interventions. At this stage o f efficacy 
research. Cope (1995) considers it necessary to view the multi-disciplinary 
interventions as a "black box", as there are wide variations in the type, strength and 
intensity of interventions offered to the patient with BI, within and between the 
various rehabilitation sites. Using this crude summary. Cope (1995) delineated that 
the efficacy debate should be addressing whether rehabilitation provides anything 
beyond “well-intentioned ‘hand-holding’ while natural recovery takes place” and if 
so, what?
Research design issues:
There is an accepted hierarchy o f strength of evidence in clinical efficacy studies, 
varying from weak single anecdotal case reports, through to the generally considered 
most powerful; the double-blind, randomly assigned, matched prospective study. No 
studies of the latter type exist to demonstrate the efficacy o f neuropsychological 
rehabilitation (and it is also ethically unlikely such a study will be conducted, Mai,
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1992). If such a level of research is what one requires by way of evidence, (although 
Cordray & Pion, (1993) have pointed out that it is not uncommon to find 
heterogeneity in results even in studies with these powerful methodologies) then the 
answer to the question posed is simple; there is no proof that neuropsychological 
rehabilitation is effective, (Cope, 1995).
However, as a retort to this lack of proof one may say it is ‘on the face of it’ evident 
that neuropsychological rehabilitation is efficacious. One need only consider the 
evidence found by Rusk, Block & Lowman (1969), Rusk, Lowman & Block, (1966) 
and Wilson, Shiel, Watson, Horn & McLellan, (1994), that a lack of rehabilitation for 
BI patients results in significant complications. These studies constitute a powerful, 
albeit inferential, argument for rehabilitation care. They also highlight the ethical 
problems involved in a reliance on randomised, controlled trials in this field for proof 
of efficacy.
Haffey & Lewis (1989) identified two questions of primary importance when 
investigating the effectiveness of BI rehabilitation. Firstly, did the rehabilitation 
produce changes in the status of the person with BI? An internally valid study is 
required to answer this question. There are three fundamental threats to the internal 
validity of such studies; a) spontaneous recovery, (Sohlberg & Mateer, 1989), creating 
difficulties in differentiating the source of gains in uncontrolled studies; b) pre-injury 
characteristics and; c) the nature and locus of the brain injury. These factors are easily 
confounded with treatment effects, thus making it difficult to evaluate treatment 
outcomes.
A wide range of pre-injury characteristics affect the degree to which a person may 
benefit from rehabilitation and therefore need to be controlled for. High, Boake & 
Lehmkuhl, (1995). There are various ways in which pre-injury characteristics are 
implicated in brain injury and its subsequent rehabilitation: for example, Goldstein & 
Levin, (1995) found that severity of injury is confounded by age via the types of 
accidents typically incurred by older and younger patients and the respective injury 
types. There are wide implications when considering efficacy studies conducted 
outside of the UK, as pre-injury characteristics may be confounded with whether a
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person has insurance cover for rehabilitation, (High et al, 1995). It would be 
premature to attribute functional changes to the rehabilitation intervention in 
uncontrolled studies as the results may be a function of whether the person has 
rehabilitation insurance and its associated demographics.
Controlling for the nature or severity of brain injury is perhaps the most insidious 
threat to internal validity o f studies examining the efficacy of rehabilitation (High et 
al, 1995). As Wilson (1993) has highlighted, there is great heterogeneity among brain 
injured people; not only do they have different degrees of brain damage, affecting 
cognitive functioning in different ways and different combinations, but they also have 
additional motor, sensory, emotional and behavioural disturbances. Although 
neuropsychological testing is a useful informant of the deficits people experience after 
BI, it may have limited ecological validity when used as outcome measures for 
rehabilitation after BI (e.g. Faust, 1993).
Different studies have used various methods to describe the severity o f BI, for 
example, using the Glasgow Coma Scale (GCS) or the length of post-traumatic 
amnesia (PTA). These different measures cannot be considered as equivalent 
indicators, as they have different meanings, therefore careful attention must be paid to 
which indices of severity, various studies are using, as this has implications for the 
conclusions drawn. It is also important to consider at which stage of recovery 
reported severity measures were taken. Not all studies have used the initial GCS 
score as the defining variable but instead used patients' GCS scores upon admission to 
the rehabilitation setting (e.g. Heinemann, Sahgal, Cichowski, Ginsburg, Tuel & 
Betts, 1990). Reporting scores at this stage omits information about initial injury and 
may invalidate any conclusions made.
Measurement Issues:
Haffey & Lewis' (1989) second question when considering efficacy studies asked 
whether the changes result in meaningful alterations in the everyday life of the patient 
with BI. To answer this question appropriate constructs and measures must be 
selected depending on the stage of recovery being examined. Evans, (1989) stated that 
there are three distinct phases after BI which need to be evaluated separately: a) the
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severity of the original injury, when measures of pathophysiology are the most 
appropriate (High et al, 1995); b) abilities on admission and changes in these as 
indicated by scales of impairment and functional limitations (Hall, 1992; Granger & 
Gresham, 1984) and; c) resettlement back into the community when disability and 
handicap (the inability to fill expected social roles) and environmental limitations 
become the primary focus.
Status indicators are often used to describe outcome at this latter stage as they can 
summarise the interaction between disability and environment after discharge, yet 
Hafifrey & Johnston (1989) indicate they are fairly insensitive measures of handicap 
(which is more about the valuation of the consequences of the disability). The 
measures of this latter phase have received less attention than the previous two 
(Whiteneck, 1992) which is unsatisfactory as rehabilitation is ultimately judged in 
everyday life (Wilson, 1993).
As the effectiveness of different rehabilitation components can only be conducted if 
the underlying reasons for the disability are roughly equivalent, there is a need to 
measure impairments. Impairments must be measured, not because rehabilitation 
aims at impairment reduction as an end in itself (indeed Prigatano, Fordyce, Zeiner, 
Roueche, Pepping & Wood’s (1984) study illustrated the variance between 
rehabilitation’s effect on one level o f outcome (handicap) without effecting the 
underlying impairments), but because it is not possible to understand why a clinical 
intervention is effective in one case and ineffective in another unless impairments are 
assessed.
It is important to restate that rehabilitation is multifaceted and therefore a single 
device is not an appropriate form of measurement. Glueckauf (1993) emphasised that 
the primary drawback with the majority of rehabilitation instruments is their failure to 
meet fundamental scientific standards for utility in clinical practice. Researchers also 
complicate this picture by using unpublished measures (Aronow, 1987) and by 
modifying measures which may interfere with their validity and reliability (e.g. Ho & 
Bennett, 1997).
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There is an urgent need for future research into the different indices of BI outcome to 
identify tools that will sensitively and comprehensively measure the effects of BI 
rehabilitation, including reduction of disability and increased integration into the 
community. Such measures should have adequate psychometric properties so that 
variance relating to the intervention can be confidently reported (Sutcliffe, 1980). 
Craik (1986) has suggested that every study including any relatively new measures 
should also include one or more "old" variables against which the new ones would be 
calibrated. This approach would also make it possible to assess incremental validity 
of new measures, thereby moving efficacy research forward.
A selection of outcome studies:
A brief overview will now be given to a range of the more experimental types of 
outcome studies from the different phases of the BI rehabilitation process (from acute 
settings to vocational rehabilitation programmes). These outcome studies have 
attempted to indicate the effectiveness of neuropsychological rehabilitation. Morgan, 
Chapman & Tokarski, (1998) found evidence that early rehabilitation significantly 
reduced the duration required without being detrimental to functional outcomes at 
discharge. However, the 'early' group in this study, were in a coma for a shorter 
period of time; this difference in initial severity may confound the results.
Mackay, Bernstein, Champman, Morgan & Milazzo (1992) also reported substantial 
benefits for patients who had early rehabilitation despite more severe injuries. They 
were in a coma for a shorter length of time; had shorter acute care and rehabilitation 
lengths o f stay; and had less residual impairment on discharge, which would suggest 
rehabilitation is effective. Yet, this study is unusual as it considers length of coma as 
a dependent variable rather than a matching variable, especially as coma length is well 
known from many other studies to correlate with the severity of injury. Patient 
selection bias is a further possible explanation for the results in this study, as the 38 
patients were studied over a period of 6 years (i.e. about 6 patients a year). It was not 
made clear how representative this sample was o f the larger population o f persons 
with head trauma and hence, how well these results can be generalised.
Rappaport, Herrero-Backe, Rappaport & Winterfield, (1989) compared early and
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delayed referrals to a rehabilitation setting. These patients were matched for severity 
of disability and, although they had comparable deficits, it is possible that they were 
at different stages of recovery from variable injuries. Methodologically this study did 
not eliminate the possibility that "delay" in admission is confounded with severity of 
initial injury, which would influence gains made during rehabilitation.
Cope & Hall's (1982) study is widely cited as evidence of the benefit o f early 
intervention. They found that recipients of early rehabilitation had more than a 50% 
reduction in the number of days of treatment required. Although the authors 
attempted to match the different groups on numerous variables. High et al, (1995) 
pointed out several uncontrolled factors, including significantly greater incontinence 
and average psychological impairment in the 'late' group. The groups were not 
matched either on acute GCS scores or duration of PTA. Furthermore although 
statistically significant differences were not found between the groups regarding 
number of surgeries, there was a trend for the 'late' group to have undergone more 
surgeries and to show more bilateral cerebral lesions on CT scans. As this study had a 
small sample size, (N=36), these between-group differences may partially account for 
the differences in length of treatment required and therefore it cannot be assumed that 
the timing of intervention was the most influential factor in length of treatment.
However, a study by Hall, Karzmark, Englander & Wright (1994) replicated and 
confirmed the findings o f Cope & Hall (1982). Again, there was a between-groups 
difference in terms of surgeries required in this replication. Together these results 
suggest that early rehabilitation intervention can save resources and that functional 
outcomes can be improved by early intervention. Although it is difficult to ascertain 
if  the difference in surgeries required, constitutes a confounding variable, it is 
important to note that between-group differences which are not statistically significant 
may have clinical significance to subsequent recovery (this point is also relevant to 
Chen, Thomas, Glueckauf & Bracy's (1997) study, regarding coma length).
In contrast, Spivack, Spettal, Ellis & Ross (1992) found that patients who had a longer 
stay in rehabilitation settings demonstrate better outcomes, but the severity o f injury 
was not reported and it was not explained why one group received less therapy in the
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first place. Omitting such information creates difficulties in accepting the conclusions 
of such studies.
Heinemann et al (1990) claimed that rehabilitation results in functional gains in ADL 
scores and that these gains are maintained at 3 month follow up. Yet the reliability of 
the measures is questionable as the follow up was conducted via a telephone 
interview. Also, this study did not control for effect of spontaneous recovery 
therefore limiting the claims that can be made for the contribution of the rehabilitation 
intervention. Blackerby, (1990) concluded that increasing the intensity of 
rehabilitation resulted in a reduction in the average length of stay after treatment. To 
accept this conclusion however, it must be assumed that no other factors, such as 
increased pressure from insurance carriers to discharge the patients, influenced length 
of stay.
Haffey & Lewis (1989) considered Aronow's (1987) study to be the "best attempt in 
the published literature on efficacy of brain injury rehabilitation at a programmatic 
level to control for factors that could threaten the internal validity of the results" 
(p.206). Aronow conducted essentially the only quasi-experimental study in this area, 
controlling for pre-injury characteristics. The patients receiving rehabilitation had a 
significantly better outcome on various measures compared to those who did not. 
This study did not report average follow up time, days in acute hospital, age at onset, 
duration of PTA and sex for each group, making comparison with other studies 
difficult. A further criticism is that, for the dependent variable, Aronow used an 
unpublished outcome index with unknown psychometric properties which creates 
problem for potential replication studies and also complicates comparisons with other 
studies who have used different measures of unknown compatibility.
The proportion of persons reported returning to work after BI has varied between 50 
and 99%. Discrepancies between studies are largely due to differences in the 
proportion of severely injured persons included (e.g. Johnston & Lewis, 1991) and the 
definition used for return to work. Ben-Yishay, Silver, Piasetsky & Rattok (1987) 
found that vocational rehabilitation was effective in increasing BI patients' 
employability. Patients with severe and chronic injuries dominated the sample.
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helping to eliminate the effects of severity of injury and natural recuperation as 
alternative explanations for the result. However the sample's average level of 
education was greater than 14 years which may account for a proportion of the gains 
observed and limits the generalizability o f the findings.
All studies to date have important methodological problems in that they all fall short 
of achieving true experimental design in which a randomly assigned control group is 
prospectively compared to rehabilitation interventions. Aronow's (1987) and Cope & 
Hall's (1982) studies which, rely upon matching to create controls, come closest to 
this ideal; but these studies do have additional methodological problems as discussed 
above.
Other outcome studies rely essentially upon utilising patients as their own control, 
which does not eliminate the effect of spontaneous recovery. This is a crucial flaw 
given that there are some suggestions in the literature of meaningful continued 
recovery beyond 1-2 years post-injury (i.e. Dikmen, Reitan & Temkin 1983 and 
Thomasen, 1984). The various methodological problems discussed can accumulate, 
posing the potential threat that statistical power will be insufficient to detect an effect 
- even if it is there. Statistical power aside, inadequate control over potential 
confounding factors within a given study often leave us with the impression that little 
faith can be placed in the results: positive, neutral or negative. In the worst case, it 
becomes impossible to distinguish intervention failures fi*om those implied by these 
methodological transgressions.
Research in the future:
High et al (1995) made several recommendations for future research including: that 
the severity of the initial brain injury should be reported (acute GCS scores); patient 
samples should be well described in terms of demographic variables to ensure that 
groups are equivalent on important pre-injury characteristics; that interventions 
should be described in sufficient detail to aid replication; that a core set o f measures 
should be used to assess the impact of rehabilitation and; that measures should be 
taken at other times rather than only at time of discharge (e.g. 3, 6, 12 month follow- 
ups). They also emphasised that studies should include a control group to eliminate
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the effect of spontaneous recovery and that both groups should be careMly compared 
on important clinical and demographic variables to help rule out alternate 
explanations for any post-treatment differences on outcome measures. Outcome 
measures should incorporate observed performance in the discharge environment as 
this presents more relevant, reliable and valid indication of outcome, (Wood, 1987).
Distinguishing results solely on the strength of the basis of causal attribution 
(Cordray, 1990) is insufficient: one cannot just base answers to such questions on the 
quality of methodology. There is a need to more closely scrutinise the features of 
interventions and to delineate the active and effective components. Attending to all 
sources of potential variability can work toward unravelling the mystery surrounding 
observations of study differences in effect sizes, and even the direction of effects, in 
efficacy studies.
An alternative approach:
To overcome the above difficulties Wilson (1993) suggested that there is a need to 
develop new procedures for evaluating efficacy and nominates the use of single case 
experimental designs. This approach can be used to consider each investigation 
separately and then build up a database of which specific intervention is effective with 
which type of person, with which type of problems. Single case experimental 
designs are particularly useful in teasing out the effects of treatment from the effects 
of spontaneous recovery and other non-specific factors with the use of specific 
methodologies e.g. single case reversal and multiple baseline designs. There is an 
increasing number of reports of single or collected cases of ideographic (single-case 
design), and it is face evident that these aggregated studies give increasing support to 
the efficacy of BI rehabilitation (e.g. Gray & Robertson, 1989).
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Conclusion:
This discussion has highlighted that there are many obstacles to conducting controlled 
trials to the benefits of BI rehabilitation, yet it is premature to conclude that such 
studies are impossible. It is also premature to conclude that rehabilitation is not 
effective when there are considerable methodological flaws in one's study (e.g. Ho & 
Bennett, 1997). Although none of the outcome research in itself is definite proof of 
rehabilitation efficacy, the consensus of investigators is generally positive; that 
neuropsycho logical rehabilitation is effective. Of course there is a need for a common 
framework of theoretical models and measures and a common vocabulary amongst 
researchers which will facilitate communication within and between programmes.
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Discuss the different psychological models involved in the management of acute 
pain.
Introduction
The International Association for the Study of Pain (1979) defined pain as "an 
unpleasant sensory and emotional experience associated with actual or potential tissue 
damage, or described in terms of such damage". By definition, acute pain is brief, is 
often associated with specific tissue damage, and subsides as healing occurs. In this 
discussion, the focus will be on the psychological management of acute pain because 
of surgery, as this is the area that has generated the most literature.
Although there are a wealth of pharmacological agents capable of bringing about 
relief from postoperative pain, (Carron, 1989), recent audits suggest that up to 75% of 
all surgical patients experience severe postoperative pain (Warfield & Kahn, 1995). 
Unrelieved severe pain can cause serious complications (Moskowitz, 1996), a fact 
which underscores the importance of providing adequate pain control from a medical 
perspective as well as a humanitarian one. The Royal College of Surgeons (1990) and 
the medical community (Peebles & Schneiderman, 1991) have acknowledged the 
need to address postoperative pain management.
Why is analgesia not used sufficiently?
There is a range of hypotheses regarding the undermedication of surgical patients. At 
the simplest level, some patients are intolerant of medications, whilst more detailed 
explanations incorporate the effect of:
• Patient’s expectations that pain is inevitable after surgery (Donovan, Dillon & 
McGuire, 1987);
• Patients not wanting to be seen as a ‘burden’ by requesting medication (Brody, 
1994; Lisson, 1987);
• Fears of addiction and tolerance, held by patients and carers, although evidence is 
to the contrary. Porter & Jick, 1980);
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Carers' perception that pain is of secondary concern to the surgery (with only 20% 
aiming to achieve complete pain relief, Justins & Richardson, 1991) and that 
treating it may mask surgical signs (Barratt, 1997);
A lack of understanding by carers in taking account of the unpredictable variability 
of pain and pain control, thus not utilising available pharmacological methods to 
their full potential;
Clinicians are reliant on subjective reports of pain from patients in order to use the 
technology available effectively.
Gate Control Theory of Pain (GCT):
The source of acute pain following surgery is nociception of known and potentially 
quantifiable noxious stimulus (the amount of damage because of surgery). However, a 
large proportion of the variance in the range of pain reported by different individuals 
is unexplained by iatrogenic factors, suggesting that pain is a more complex 
phenomenon than the medical model dictates. The Gate Control Theory of Pain 
(GCT; Melzack & Wall, 1965) has been proposed and attempts to incorporate this 
variability in pain perception. This theory proposes that signals ascending on nerve 
pathways from the nociceptive source are modified by multiple influences via 
descending fibres from the brain (Tyrer, 1992). One consequence of this complex 
neural interplay is that there is not always a clear relationship between the extent of 
injury and individual responses to pain (Beecher, 1959; Clark & Clark, 1980; 
Cousins, 1989; Melzack, Wall & Ty, 1982; Val Dalfsen & Syrjala, 1989) due to the 
influence of affective, cognitive-evaluative, sensory and other psychological factors 
(Pearce, 1986). As such this model comprehensively integrates psychological and 
physiological factors, which co-exist to vary, the amount of pain perceived and 
reported.
The physiological contribution to the pain experience cannot be separated from the 
psychological and as such a comprehensive psychologically based model of pain has 
not come to fruition (Weisenberg, 1987). The GCT has inspired the advancement of 
behavioural and cognitive theories to help explain the role of psychological factors in
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pain such as cognitive appraisal, the role of meaning; control and predictability; 
affect; coping styles; learning history and self efficacy, however each factor has been 
discussed in isolation. This lack of an overall theoretical psychological approach to 
pain creates difficulties in conceptualising how all these factors co-exist and mutually 
influence each other. This discussion acknowledges the lack of a comprehensive 
psychological model of acute pain management and critically and briefly reviews the 
research literature conducted on the various psychological factors deemed important 
in the management of pain, how these factors have been integrated into psychological 
strategies and the clinical utility o f these attempts.
Psychological Factors: Affect.
The severity of emotional distress has been found an important predictor of treatment 
outcome (Wade, Price, Hamer, Schwartz & Hart, 1990) which creates the necessity of 
developing assessment and treatment strategies that target the affective component of 
the pain experience.
As pain, both produces and is influenced by psychological processes via excitation 
and inhibition processes, this can create a vicious cycle where pain persists and is 
exacerbated by the patient's reaction to it (Stembach, 1986). Anxiety, depression, 
anger and fear are the four most prominent emotions that are associated with acute 
pain (Peck, 1986); however interpersonal withdrawal, irritability, increased sensitivity 
to external stimuli, delirium and even acute psychotic reactions (Cranin & Scher, 
1979) have been recorded (Cousins, 1989).
Of all the psychological factors associated with acute pain, anxiety has been the most 
studied (Gil, 1992). It has been found to be associated with increased pain perception 
(Walton & Torabinejad, 1992) and is associated with complications that increase the 
risk to physical health and the prolongation of the pain experience (Bonica, 1990). 
Clinical evidence regarding anxiety and pain, however, only seems to raise fiirther 
questions about the direction of causality (Craig, 1989). A clear empirical basis for 
the simple proposition that anxiety increases pain is not available (Artnz, Vandenhout, 
Vandenberg & Meijboom, 1991) as there have been contradictory findings in studies
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addressing the impact of pre-surgery anxiety on post-surgical outcomes, (e.g. Boake, 
Duivenvoorden, Verhage & Zwaveling, 1991 j Jamison, Parris. & Maxson, 1987).
Studies have looked at different types of surgery which may have idiosyncratic 
meanings to each individual (i.e. gall bladder surgery vs. hysterectomy; Kincey & 
Saltmore, 1990). The inconclusiveness of research to date may also have occurred by 
using measures of both concepts (pain and anxiety) that are confounded with each 
other (Gross & Collins, 1981). Response biases (Malow, West & Sutker, 1989) and 
the moderating role of attention on both anxiety and pain (Arntz et al, 1991) are 
additional confounded variables in the anxiety-acute pain research arena.
Psychological Factors: Cognitions
Pain specific beliefs can mediate both pain perception and the use of coping strategies 
(Jensen, Turner, Romano & Lawler, 1994; Williams & Keefe, 1991; Williams & 
Thom, 1989). Beliefs about the duration of and controllability of pain are especially 
important factors in this mediation role (Williams & Thom, 1986). Unfortunately 
many of the studies exploring the role of beliefs on acute pain have been analogue 
studies set in laboratories with experimentally induced pain, thus creating problems 
when attempting to generalise to the postoperative clinical context.
Perceived control has been shown to be important in clinical and laboratory settings 
for acute pain (Chapman & Tumer, 1986; Thompson, 1981). Some studies have 
shown that perceived control decreases reported pain and the aversiveness of painful 
events (Thompson, 1981). Although Patient Controlled Analgesia (PCA; Keeri- 
Szanto, 1979) has been successfully used in the postoperative arena (Hecker & Albert,
1988) and a high degree of patient acceptance has been reported (Notcutt & Morgan, 
1990), the use of PC A does not always result in adequate pain relief (Welchew,
1983). Studies of perceived control have been equivocal; merely giving control to the 
patient via PCA is not sufficient to ensure good pain management as this technique 
does not necessarily diminish patient's anxiety and its associated effects on pain 
perception (Gil, Ginsberg, Muir, Sykes & Williams, 1990; Perry, Parker, White & 
Clifibrd, 1994). The possibility that postoperative patients are not in a state of
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"readiness" to take control of their own pain management, (Thorndike, quoted in 
Bolles, 1975) and that unwanted control could lead to further anxiety and possible 
attenuation of pain perception should be considered.
Lack of self-efficacy (Bandura, 1977) leads to a faulty appraisal of coping abilities 
and can produce anxiety and behavioural dysfunction because a person’s level of self 
efficacy determines his persistence and ultimate success in coping with threats. 
Coping refers to the behavioural and cognitive efforts to manage a situation that "is 
appraised as taxing or exceeding the person’s resources" (Folkman, Lazarus, Dunkel- 
Schetter, deLongis & Gruen, 1986). Patients’ judgement of self efficacy determine 
whether coping strategies designed for amelioration of acute pain will actually be 
applied to clinical pain (Holroyd, Penzien, Hursery, Tobin, Rogers, Holm & Maraille,
1984).
Methods of assessing coping have focused on usual coping dispositions, which have 
been found to be only weakly related to coping behaviours actually displayed in a 
given situation (Cohen & Lazarus, 1973; Koloupek, White & Wong, 1984) as a 
function of situational demands (Mischel & Peake, 1982). The evidence is unclear as 
to how coping styles’ effect on pain management are mediated although Bruehl, 
Carlson, Wilson, Norton, Colclough, Brady, Sherman & McCubbirm, (1996) 
hypothesised it may be via specific psychoneuroendocrine mechanisms. Another 
hypothesis is that coping styles may influence the experience of pain through the 
management of anxiety (Buckelew, Conway, Shutty, Lawrence, Grafing, Anderson, 
Hewett & Keefe, 1992).
Psychological Factors: Staff Behaviour.
Pain is a psychophysiologic phenomenon that is experienced within social systems 
(family, culture, care delivery). These social systems regulate patient and care-giver 
behaviours and significantly affect pain relief (Davitz & Davitz, (1981). As indicated 
above there is a deficiency in adequate provision of postoperative analgesics, a 
proportion of which can be explained by staffs lack of knowledge about available 
technology. Edwards (1990) emphasised that the need is not just to increase carers’
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knowledge but also to alter attitudes (Max, 1990) and to make staff aware of their 
own cognitive biases when confronted with the acute postoperative pain patient.
McCaffrey & Ferrell (1997) noted a discrepancy between patient’s self report of 
severe pain and staffs tendency to underrate such pain. Given the variations in 
knowledge concerning pain relief, as indicated above, this can be explained in part by 
Festinger's (1957) notion of cognitive dissonance. If a nurse acknowledges that a 
patient is in severe pain, then he/she has more responsibility to resolve the situation. 
If a nurse is unsure that he/she has the resources to deal with the pam (McCaffrey, 
Ferrell, ONeil-Page, Lester & Ferrell, 1990) it creates less cognitive dissonance to 
ignore the severe level of pain (Harrison ,1991).
McCaffrey & Ferrell (1991a, 1991b, 1992a, 1992b) highlighted that staff must 
become aware of their own perceptual biases that influence their decisions about acute 
pain management, as illustrated with the innovative use of clinical vignettes and 
ascribed roles, showing that the latter factor heavily influences nurses’ assessment of 
pain and choice of analgesia. Although these results are based on self report, as 
opposed to clinical observation, they may in fact underestimate the role o f biases in 
nurses’ decision making processes regarding postoperative analgesia.
Psychological Interventions:
Consistent with the range of psychological factors thought to influence postoperative 
pain (within the GCT) has been the development of a variety of psychological 
interventions including autogenic and muscular relaxation, hypnosis, stress 
inoculation and anxiety management methods, cognitive coping strategies training, 
information provision, vicarious modelling and contingency management procedures 
(Melzack, 1988). These techniques have varying underlying hypotheses of how they 
influence postoperative pain and distress: the family o f relaxation techniques are 
thought to create an intense distraction and to reduce muscle tension globally and/or 
at the site of the wound; distraction is thought to alter the perception of pain; imagery 
and hypnosis are associated with the release of endorphins (McCaffery & Beebe,
1989); and information provision is hypothesised to promote realistic expectations.
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reduce anticipatory anxiety and increase patients sense of personal control over 
painful stimuli.
Stress Inoculation Therapy (SIT):
SIT involves three basic phases of treatment (Meichenbaum & Turk, 1976); the 
educational re-conceptualisation of pain; the acquisition of skills and the practice of 
these skills. The skills involve a variety of cognitive and behavioural techniques, 
which are based around Melzack & Wall’s (1965) conceptual framework of pain. The 
efficacy of this intervention has been demonstrated in laboratory studies (e.g. Genets,
1979) and analyses of its effective components have also been conducted (e.g. 
Worthington & Summate, 1981). The skills training is seen as the most important 
element, although Horan, Hackett, Buchanan, Stone & Demchik-Stone, (1977) 
highlighted the need for the educational stage to provide a rationale for their use.
In the clinical setting, however, controlled studies of SIT’s efficacy with 
postoperative pain are lacking. The findings of the less well controlled studies that 
have incorporated this approach (Bakal, Demjen & Kaganov, 1981; Hartman & 
Ainsworth, 1980; Postlethwaite, Stirling & Reck, 1986; Wernick, Jaremko & Taylor, 
1981) are in marked contrast to laboratory findings. Some studies have used SIT with 
diagnostic procedures (e.g. Tan & Poser, 1982) rather than surgery and even these 
studies have not yielded supportive results. Such findings indicate that the external 
validity of SIT in the clinical setting has not been clearly established (Turk, 
Meichenbaum & Genest, 1983). One explanation of the inconsistent results between 
clinical and laboratory settings is the difference in meaning between clinical and 
analogue pain (Beecher, 1959; Over, 1980).
Some researchers (i.e. Tan & Poser, 1982) suggest that the poor results in the clinical 
setting indicate that more training time may have been needed. In one respect 
however, rather than providing more time on every strategy included in the array 
offered under the umbrella term SIT, one should concentrate on analysing the 
effectiveness of its sub-components and restructure the SIT programme to include 
empirically based clinically efficacious components.
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Specific Psychological Interventions:
Wilder-Smith & Schuler (1992) found that pre-surgery education regarding patients’ 
beliefs could facilitate pharmacological management of acute pain. The reviews of 
preparatory literature almost uniformly point to the benefit of prior preparation e.g. 
Guggenhein, (1986). However, it is not always clear which of the ingredients are 
important as these approaches are usually a combination of strategies. Furthermore, 
without control groups, such studies are difficult to interpret.
Information-provision includes procedural, sensory and instructional information 
which is presumed to reduce excessive levels of pre-operative anxiety (Janis, 1958), 
yet the results of studies have been inconclusive and even contradictory (Wallace,
1985). It is difficult to state definitively whether information provision (of whatever 
type) is truly effective in reducing postoperative pain and distress, as there is always 
the confounding variable of the person's coping style, e.g. Scott & Glum, (1984), 
which affects whether people seek or avoid information as a form of coping. The 
situation is further confused by variations in the amount of detail and temporal 
spacing of information between studies (e.g. Melamed, 1984).
Relaxation techniques are one of the most prominent coping strategies used in 
cognitive coping of postoperative pain. Although relaxation and imagery 
interventions generally appear to be clinically effective (see Tan, 1982; Weisenberg, 
1977), such procedures may be under-utilised for surgical patients because o f the staff 
time needed to teach patients to use them (Ludwick-Rosenthal & Neufeld, 1988). This 
time commitment highlights the need for brief and effective approaches to maximise 
clinical utility (i.e. Bruehl, Carlson & McCubbin, 1993)
Relaxation techniques often incorporate muscular tension release, breathing control 
(designed to effect autonomic arousal, Harris, Katkin, Lick & Habberfield, 1976) and 
imagery. These different sub-components may reduce pain perception in different 
ways: via a reduction of perception, of distress or of verbal reporting. It can be 
difficult to design studies which test the effectiveness of each component, as even 
random assignment to one particular component does not guarantee that participants 
are not spontaneously using other strategies which are being compared, (Bruehl et al.
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1993; Pick, Pearce & Legg, 1990). The further confounding factor of an individual’s 
preferred coping strategy interfering with assigned ones, in research studies, is also 
difficult to eliminate (Chaves & Barber, 1974).
The emotional qualities of pain are influenced by the individual's appraisal o f the 
event (Beecher, 1959; Turk et al, 1983; Weisenberg, 1977). Cognitive approaches are 
concerned with the way the patient perceives, interprets and relates to his pain rather 
than the elimination of pain per se, (Weisenberg, 1994) because errors in information 
processing and distorted beliefs can serve to maintain affective arousal and 
subsequently perceived pain intensity. Realistic and positive cognitions are 
purportedly effective because of their capacity to limit the central processing of pain 
by consuming part of the finite reservoir of attention (Shiffrin & Schneider, 1977) 
although other studies are advocating that it is the emotions elicited by cognitions that 
are the crucial mediator of pain perception (Stevens, Heise & Prost, 1989) and that it 
is through this medium that cognitive approaches to pain management are active.
Some other forms of cognitive coping strategies are changing appraisals, imagery and 
distraction. These strategies have been used more often in laboratory rather than 
clinical settings, yet even here the results are equivocal (McCaul & Malott, 1984). 
The inconsistencies even in the analogue setting may be due in part to the 
spontaneous use of other strategies (Scott & Barber, 1977) and self efficacy regarding 
using these tools (Turk et al, 1983).
Criticisms of the Literature:
In clinical practice the neurophysiological basis o f pain cannot be directly assessed, 
leaving the carer to derive inferences from patient's reports and behaviour. Chapman 
& Tumer (1986) suggest that carers rely on behavioural communication as opposed to 
self report, although the AHCPR (1992) consider patient self report as the best single 
measure of pain. It is important to consider that there are numerous factors, which 
may influence and complicate both the reporting and behavioural communication o f 
pain and thus potentially confound any assessment of pain.
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The development of psychological strategies to deal with acute pain are based on the 
GCT which has some neurological based evidence (Tyrer, 1992) however there are 
still many aspects of the GCT which remain unsubstantitiated (e.g. Philips & 
Jahanshahi, 1986).
It should be acknowledged that much of the literature on the psychological response 
to acute pain has been gained from experimentally induced pain, thus reducing the 
ease with which the results can be applied to clinical populations undergoing surgery. 
Other factors that do not seem to have been adequately controlled for in research to 
date are:
• Gender (due to known variations in pain sensitivity related to menses, Goolkasian,
1980);
• The interference effect of post-surgical amnesia and concentration difficulties on 
strategy usage (Dlin, Fischer & Huddell, 1968);
• The role of placebo effects;
• The degree to which the strategies taught have actually been learnt and used 
(process variables are renowned for being difficult to assess; Auerbach, 1989);
• The effect of having one’s responses to pain observed (Kelck, Vaughan, 
Cartwright-Smith, Vaughan, Colby & Lanzetta, (1976);
• The effects of social demands (Worthington & Shumate, 1981);
• Assessment of compliance with instructions and use of assigned strategies (Evans, 
1988).
All of these factors are limitations in the research to date and reduce the confidence 
with which results can be interpreted.
Further difficulties with the acute pain management literature are that the mechanisms 
through which the interventions are mediated are often not clarified, or that no 
account is made of alternate mechanisms (Leigh, Walker & Janaganathan, 1977). 
Many studies use multicomponent interventions, which may obscure the specific 
effects of particular interventions. A further, related factor is whether the
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interventions have a direct action on pain or an indirect action via mediation of 
anxiety and stress (e.g. Dworkin, Hartstein, Rosner, Walther, Sweeney & Brand, 
1992b). The observation of Tan (1982), that few studies employ subjective measures 
of pain, is also pertinent.
Limitations also occur in the choice of outcome measures when studies are designed 
to examine the effect of acute pain management. There are a variety of ways to assess 
recovery and, in the absence of any definitive indices of physiological or behavioural 
improvement, it is hard to decide which measures should receive the most weight in 
interpreting the results of published research (Salmon, 1994) as the relationships 
between different types of measure - subjective, behavioural and physiological - are 
minimal (Ray & Fitzgibbon, 1981; Wolfer & Davis, 1970). Additionally, with 
outcome measures, care should be taken to avoid confounding the variables with their 
own specific effects, such as the non pain-related variables considered when 
prescribing analgesics, followed by analysis o f measures of analgesic intake 
(Goodman & Gilman, 1980.
Conclusion:
One approach to summarising the evidence has been to submit all available studies to 
meta-analysis (Devine & Cook, 1983; Mumford, Schlesinger & Glass, 1982), which 
expresses average effect sizes in terms of the variability between patients in outcome 
measures. However, since it is apparent that many negative results exist which have 
never been published, the apparent precision of this approach may be spurious and 
therefore cannot be relied upon to make concrete statements about the efficacy of the 
psychological management of acute pain. From the above discussion, it can also be 
appreciated that there are conceptual, methodological and procedural difficulties with 
research in this area to date. It may be of benefit if future research concentrates on the 
specific effects of psychological interventions on processes that are thought to 
mediate recovery (the endocrine and metabolic responses).
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Summary of the Clinical Section
This section contains summaries of clinical experience gained in each placement and a 
copy of the contracts from all clinical placements undertaken over the three years. A 
selection of five formal, clinical case reports has been submitted in full in a separate, 
confidential volume, which also contains all documentation of clinical activity and 
supervisor's evaluation for each clinical placement. A summary of each of the five 
clinical case reports is provided in this section.
The case reports have been selected to illustrate a variety of clinical work conducted 
across the placements. They are presented in the order in which completed, and 
describe a psychometric assessment of an adult with memory difficulties, the 
assessment and formulation of anger difficulties in a learning disabled man, 
therapeutic work with an adolescent with chronic fatigue syndrome, a validation group 
for older adults with dementia and brief therapeutic intervention with a chronic pain 
patient.
All names and identifying characteristics in these case summaries have been 
changed to protect the clients’ confidentiality.
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Adult Mental Health Core Placement
Supervisor: Dr Bruce Millar
Location: P rin cess  Royal Hospital, Haywards Heath.
Dates: 06/10/95-29/03/96
This placement provided me with the opportunity of direct clinical contact with 20 
clients and observational contact with a further 7 clients. The types of problems 
referred included: depression; post-traumatic stress disorder; phobias; panic attacks; 
eating disorders; bereavement; obsessive-compulsive disorder; social anxiety; 
vaginismus; challenging behaviour as part of chronic schizophrenia; chronic fatigue 
syndrome; sleep problems; substance misuse; forensic issues and familial difficulties. 
Several clients were also seen who required neuropsycho logical assessment. The 
majority of clients were seen as outpatients or patients in supported homes.
Extra experience during this placement included the opportunity to observe the 
development of Community Mental Health Teams and the psychologists' role in 
developing a sense of "team". Other experience included observation of and 
discussion with several other psychologists in the department, which allowed me to 
appreciate the varying roles of psychologists within different specialties. Working as 
part of a CMHT was another experience gained from this placement. A further 
experience of this placement involved the research into and the development of an 
information package for front line staff on how to deal with aggressive client.
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Adult Mental Health Placement Contract
Aims of Placement
The aims of the placement are to:
1. Provide wide exposure to the adult mental health practice of the Trust.
2. Develop understanding of the roles o f Clinical Psychologists in the trust.
3. Develop some competency in formal psychological assessment in adult mental health.
4. Develop some competency in the provision of psychological therapy in adult mental 
health.
5. Develop skills in effective interaction with others members of the Trust, including 
members of other professions.
6. To provide an opportunity to observe the formation and development of a Clinical 
Psychology Service within a CMHT.
7. To gain an understanding of the political organisation within the Trust.
Experiential components:
1. Cognitive-behavioural therapy for a selection of suitable clients referred to Dr Millar, 
the Psychology department at the Princess Royal Hospital and the CMHTs. This is to 
include an anxiety problem, a depression problem and an adjustment/ 
loss/bereavement problem. If possible, an obsessive-compulsive disorder, an eating 
disorder, a survivor of childhood abuse, a substance misuse problem, a somatic 
complaint, a personality disorder and a compulsive disorder. Also if possible, 
problems that require social skills training, assertiveness training, anger management; 
clients who are suicidal/parasuicidal and a problem for a person of non-Caucasian 
race.
2. At least one session per week with clients with continuing care needs, this may 
include teamwork and direct work with individual clients.
3. Psychometric assessment for neuropsychological referrals.
4. Facilitation of staff teaching (e.g. ‘Dealing with Aggressive Clients’).
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Exposure Components:
Spend specified time with a Health Psychologist, a Pain Management Psychologist, a 
Family Therapist, a Neuropsychologist, a Forensic Psychologist, a Psychologist who 
specialises in CCT, a Psychologist for Older Adults, a Behavioural Nurse Specialist and a 
Psychology Assistant who specialises in rehabilitation.
To spend at least half a day each with a Psychiatrist, Social Worker, Community Support 
Worker, Occupational Therapist and CMHT Manager. To spend half a day with the 
Trust’s team for the elderly mentally ill, including a review meeting (Tuesdays), the 
Stead Day Centre and the Day Hospital at Summerfold CMHT.
Educational Components:
1. Attend at least one meeting of:
Psychology departmental meeting
Assessment and Allocation meeting (Summerfold CMHT)
Care Programming Approach meeting
2. The opportunity to:
Observe and be part of the formation of 3 new CMHTs.
Assist in the development of a social skills package for use with depressed clients. 
Assist in the development of an automated audit/database system.
Clinical Supervision with Dr Millar for two hours per week (Wednesday 9-10 am) and 
Thursday (4-5 p.m.)
Studv Dav One day per fortnight (Fridays).
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The Neuropsychological Assessment of Memory Problems after Intraventricular
Hemorrhage.
Ms Jones, a 35-year-old woman, was referred for neuropsychological assessment 
following medical recovery from a cerebral vascular accident. The presenting 
problem was memory difficulties.
A formal assessment was conducted over two sessions and incorporated the 
administered of: the Weschler Adult Intelligence Scale - Revised edition; the National 
Adult Reading Test; the Schonell Graded Word Reading Test; the Warrington 
Recognition Memory Test and; the Adult Memory and Information Processing 
Battery.
The results of this assessment indicated that the CVA had lead to global intellectual 
deterioration with specific detrimental effects of her memory capacities. Particular 
difficulties were noted in the visual modality and psychomotor slowing affected her 
results in the performance tests. Severe difficulties were noted in the encoding, 
storage and retrieval of information and information processing tasks.
Several recommendations for memory enhancing and retraining were suggested. Of 
note, was the emotional disharmony between the client and her, very anxious, parents. 
Advice was given about what types of support would be useful for their daughter, 
considering the type of neuropsychological deficits she experienced.
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Learning Disabilities Core Placement
Supervisor: Jill Moorhouse
Location: Royal Earlswood Hospital, Redhill
Dates: 17/04/96-20/09/96
This placement provided me with the opportunity of sole, direct clinical work with 13 
clients and indirect work with a further 5 clients. The ages of clients ranged from 4 to 
96 years and thus, afforded me the opportunity to work with people with learning 
disabilities throughout the life span. The presenting problems included intellectual 
assessment, communication difficulties, compulsive problems, feeding problems, 
transitional issues, phobias, incontinence problems and residential placement 
assessment. This client group was a mixture of in-patient, outpatient, residentially 
supported patients and day centres.
This placement also gave me the opportunity to develop and carry out some pilot work 
on a client feedback system, regarding the services provided by the community team. 
I also got involved in computer-based assessments and teaching with learning disabled 
clients and I helped to set up a parenting group for parents with learning disabilities.
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Learning Disabilities Placement Contract
Description of Placement:
The trainee will be allocated office space at The Comfrey Centre, Clarendon House, West 
Street, Dorking. Secretarial, library and supporting services will be available at the 
Psychology Department, Royal Earlswood Hospital, Brighton Road, Redhill, Surrey.
The Psychology Department serves the hospital and the East Surrey area. East Surrey is 
divided into 4 Locality teams and a service is provided to each locality by psychologists 
from the Department.
Jill Moorhouse will provide weekly supervision on Thursdays from 2 - 4  p.m. or at an 
alternative mutually agreed time. Other department menders will provide case 
supervision where cases undertaken by the trainee come from their areas of work. 
Workload for the trainee will be monitored during weekly supervision sessions with Jill 
Moorhouse.
Aims of the Placement.
This placement aims to provide the trainee with clinical psychology skills to work with 
people with learning disabilities and with the institution and service agencies, which 
affect their lives. The overall aim is that the trainee will leave the placement with skills 
to work with and have an understanding of the client group so that recognition of 
similarities and differences between other client groups encountered in their training will 
be possible.
Objectives of the Placement
The competencies listed in Appendix 25 of the Psychology Clinical Placement handbook 
will be used as a framework to achieve the aims of the placement.
N.B. Item 4.3. In this placement the trainee will not be expected to keywork with a client 
or chair a Multidisciplinary meeting.
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Clinical Experience
Clinical experience will be gained working with people with a learning disability (clients) 
who:
1. Live at Royal Earlswood Hospital.
2. Live in group homes managed by several different agencies within the East Surrey 
area.
3. Live in parental or their own homes within the area.
Experience of working with clients attending:
1. A Social Services managed Adult Centre (Colebrook).
2. A unit for clients with Challenging Behaviour (Ellen Terry).
3. A respite care facility run by the Trust (Daffodil House).
4. A NHS run work, experience and day care centre (Horley Workshop).
Visits to these and other services within the area will be arranged if direct client work is 
not available in these areas.
Induction
The trainee will have a two-week induction programme that is timetabled and presented 
at the beginning of placement. Following this period, an introduction to cases and visits 
to other area not covered during the induction period will be integrated.
During the induction period, the trainee will have a session with the secretary where all 
administration matters will be explained. The trainee will be expected to provide details 
of their National Insurance Number for the medical records recording system and a motor 
insurance certificate if a car is to be used for Trust business. This will be required within 
the first two weeks of the placement. The trainee will be expected to provide the 
Supervisor and the Secretary with details of days of attendance at the placement, 
including holiday periods booked to facilitate planning the placement.
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General
1. The trainee will be expected to attend a departmental meeting from 1-2 p.m. every 
Wednesday.
2. The trainee will be allocated one session (a.m. or p.m.) of clinical study time. This 
will usually be taken within the placement unless a prior arrangement with the 
supervisor has been made for a specific session.
3. The trainee will be expected to write clinical reports on all their cases. Summary 
reports for psychology files will only be required where joint intervention or 
observation only work has been undertaken.
4. The trainee will be expected to work with 10 clients. There will be a mixture of 
assessment and intervention. Some experience of group work will be included. 
Clients will be drawn from adolescent/young adult, middle age and elderly 
population. If possible there will be at least one client from each stage and a balance 
of male and female clients. One case where ethical issues arise will be incorporated 
as a joint case, possibly with another profession if an individual case is not possible. 
There may be clinical work where the focus is a child with a learning disability. 
Clients will be drawn from mild, moderate, severe and profound or multiple disabled 
groups.
5. Clients needing intervention from the following areas of need will be included in the 
trainee’s experience: challenging behaviour, issues of sexuality, issues of loss and 
transitional issues and interpersonal relationships. Placement issues and support to 
carers will be incorporates. Skills training and computer assisted learning with clients 
will be carried out.
6. Opportunities will be provided for the trainee to liase with other professionals and 
disciplines to increase their understanding of a comprehensive service to people with 
a learning disability.
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Assessment and Primary Intervention of Anger Management Difficulties with a 
Male with Borderline Learning Difficulties.
19 year old Peter was referred for anger management. However the initial assessment 
indicated that there were additional difficulties: the employment services were not 
taking account of Peter's learning difficulties when attempting to find him 
employment and were therefore, pressurising him to attend interviews for unsuitable 
positions. This situation was adding further pressure onto Peter. Peter was also 
having trouble in interpersonal relationships due to his low level of self-confidence.
A formal psychometric assessment was administered to assess Peter's level of 
intellectual fimctioning. The results of the Weschler Adult Intelligence Scale - 
Revised edition, indicated that Peter’s intellectual functioning was in the 'Borderline' 
range. Liaison was carried out with the Disability Employment Officer at the local 
Job Centre, to pass on this information and to ensure that his needs would be taken 
into account when attempting to find him suitable employment in the future.
Battle's Culture Free Self-Esteem Inventory was also administered to objectively 
assess Peter's level of self-confidence. The results indicated that Peter did have low 
personal self-esteem. A detailed clinical interview was carried out with Peter and his 
mother regarding the issue of anger. This interview revealed that Peter had been 
exposed to several angry role models throughout his life and that the main anger 
outbursts occurred after taunting from his stepfather.
A cognitive-behavioural intervention was carried out, based on Meichenbaum's Stress 
Inoculation Training. This intervention incorporated the keeping of an anger diary; 
encouraging Peter to become more sensitive to his level of physiological level of 
arousal and to modulate this with controlled breathing and relaxation exercises and; to
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increase Peter's awareness of anger inducing self-statements.
The outcome o f this brief intervention is discussed and criticisms of the approach 
taken are highlighted. Recommendations are made regarding, how the approach could 
have been modified to make it easier for the learning disabled client to gain more 
benefit from the intervention.
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Child and Adolescent Core Placement
Supervisor: Ann Kimber
Location: Chichester Priority Care Services
Dates: 25/09/96 - 21/03/97
The Child and Adolescent placement gave me the opportunity of sole, direct clinical 
work with 13 clients, indirect work of a further 6 clients and joint work as part of a 
family therapy team with 3 families. The presenting problems included food refusal, 
encopresis, elective mutism, phobias, panic attacks, chronic fatigue syndrome, 
obsessive-compulsive disorder, temper-tantrums, conduct disorder, ADHD as well as 
intellectual and psychometric assessment. The majority of direct client work was 
carried out with out-patients in a mental health setting, however a range of other 
services were visited over the placement, including in-patient health services, social 
services residential projects and various forms of educational provision. The 
placement also had a specialist family therapy suite, which gave me the opportunity of 
observing and taking part in systemic interventions.
Throughout the placement, I attended several training sessions and seminars on issues 
relating to children's mental health. This placement allowed me to develop multi­
disciplinary and multi-agency liaison skills.
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Child and Adolescent Core Placement Contract
The trainee will be allocated office space and secretarial support at John Grenville 
House, Chichester. The placement will be in an out-patient setting, with clients from 
0-18 years. The client group encountered is to include behavioural problems in 
normally developing children; children with developmental delays; children with 
educational, emotional and conduct problems of varying degrees; children with 
psychiatric illness and children who have been victims of abuse. (For fuller details, 
see the University of Surrey, Child and Adolescent Placement guidelines).
Aims of the Placement
1. This placement aims to provide the trainee with the experience of working with 
children, adolescents and their families in a mental health setting.
2. It also aims to provide the trainee with clinical psychology skills to work with 
children of varying ages and with varying psychological difficulties.
3. To provide experience of assessment, formulation and intervention skills with 
children and adolescents, and to vary these skills appropriately to the client's age 
and stage of life.
4. To provide trainees with an insight into the wider support network of the child, 
and how such inter-agency work is conducted.
Objectives of the Placement
The competencies listed in the University of Surrey Child and Adolescent Placement 
Handbook will be used as a framework to achieve the aims of the placement.
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Specifically trainees will be provided with the opportunity of observing children in the 
following settings: 
nursery schools 
EBD schools 
MED schools 
SLD schools
hospital based child assessment units 
in-patient psychiatric unit for adolescents 
children’s residential homes 
in family therapy
Trainees will also have the opportunity to observe the following professionals: 
Consultant Psychiatrist 
Clinical Nurse Specialists 
Psychiatric Social Workers 
Family Therapists 
Clinical Psychologists 
Paediatricians
Speech and Language Therapists 
Ophthalmologists 
Physiotherapists 
Educational Psychologists 
Education Welfare Officers 
• Social Workers
Trainees will be expected to plan and deliver teaching sessions to specified groups, i.e. 
health visitors, junior doctors.
1 0 2
Child & Adolescent Core Placement Contract
Trainees will be supported to attend the Child and Adolescent SIG meetings that occur 
during placement.
Small Scale Research
Trainees will be allowed to dedicate one session a week to concentrate on the 
planning, running of and writing up of a small-scale research project.
Reports of Clinical Activity
Trainees are expected to keep up-to-date records/notes for each client and to send a 
letter to the clients' GP within 2 weeks of completing an assessment. This letter is to 
include a psychological formulation and treatment plan.
Trainees are to allocated a proportion of clinical time to write an extended report 
(5000 words) on a piece of clinical work that is grounded in theory and reflects an 
unidentified case.
Supervision
Supervision is to be provided by Ann Kimber for one and a half hours weekly. In Ann 
Kimber's absence, trainees may obtain advice from other members of the 
multidisciplinary team.
Additional supervision is to be provided by Mary John for one hour a week. This 
session is a joint supervision if more than one trainee is on placement.
An additional hour and a half teaching are to be provided on a weekly basis.
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The Assessment and Management of Chronic Fatigue Syndrome in a Female
Adolescent.
15 year old Katy was referred to the Psychology Department for help with chronic 
fatigue syndrome. At the time of referral, Katy was not attending school, was 
receiving home tuition and had been forced to give up her very active, sporty lifestyle 
due to her illness. Katy had become depressed about her changed lifestyle and had 
been prescribed anti-depressants.
A detailed history revealed that Katy's father had died of cancer when she was very 
young, her older brother had been very poorly as a child and that her mother was a 
medical practitioner. Current familial relationships were strained and included sibling 
rivalry and Katy reported to feel neglected by her mother. Katy had always been 
academically bright but had been described as arrogant about this fact, which lead her 
to be socially isolated from her peers, and to spend her spare time with people a great 
deal older than herself. Katy's illness had increased her sense of isolation as she spent 
large periods of the day, alone, resting.
Katy's chronic fatigue syndrome and co-morbid depression were formulated using a 
biopsychosocial approach. Methods of evaluation included the administration of the 
Beck Depression Inventory, activity diaries, visual analogue scales for assessing 
mood, and typical CBT negative thought diaries. The intervention carried out was 
based on cognitive-behavioural principles and included restoration of adequate night­
time sleep; to develop time-contingent as opposed to symptom-contingent, rest 
periods; gradual increases in physical activity; the identification and modulation of 
dysfunctional thoughts. Simultaneous to the individualised aspects of this 
intervention, meetings were arranged with her school to develop realistic plans for 
Katy's return to school. Specific attention was given to building up Katy's writing
104
______________________________ Child & Adolescent Core Placement -  Clinical Case Report Summary
Stamina, in preparation for her up-and-coming GCSEs.
This case and intervention is described with close reference to the research literature 
on children and chronic fatigue syndrome. At the end of this intervention, Katy was 
attending school for three sessions a week. She had also increased her general levels 
of activity such as walking and swimming. There was also a reduction in the 
proportion of time spent in passive leisure activities (such as watching TV) and her 
concentration levels and sleep pattern had improved. Katy found it difficult to accept 
that any of her cognitions were biased, considering them to always be rational and as 
such, was not able to produce much change at the cognition level. She was also very 
reticent to discuss and explore her feelings, to this end; she continued therapy with 
another member of the Child and Adolescent Mental Health Team.
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Older Adults Core Placement
Supervisor: Lynn Beech
Location: Sutton Hospital, Sutton
Dates: 09/04/97 - 26/09/97
The Older Adults placement enabled me to conduct sole, direct clinical work with 6 
individual clients, indirect clinical work with a further 9 clients and to plan, facilitate 
and evaluate a 8-week validation group with 6 clients experiencing dementia. These 
clients were seen in a mixture of settings, including out-patient, in-patient, day 
hospital and in their own homes. The types of presenting problems included anxiety 
disorders, adjustment difficulties, bereavement, the strain of being a carer, depression, 
life review and a range of organic deficits.
Other experience gained on this placement included the development of an audit tool 
for patient’s views of the medical consultation services provided in the Elderly Mental 
Health Team. This tool was disseminated, the data analysed and presented to the 
EMHT, the results of this project were then formally written up for hospital 
management. Teaching sessions to day hospital nursing staff on 'Psychological 
Approaches to Challenging Behaviour' were also planned and delivered in a 
combination of didactic teaching, group exercises and the facilitation of general 
discussion. There was also the opportunity on this placement to attend several 
seminars and presentations on general mental health issues.
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Older Adult Placement Contract
The trainee will be allocated office space and secretarial support at Brecon House. Sutton 
Hospital. The placement will involve outpatient and in-patient settings, with clients, 60 
years and above. The clinical problems encountered is to include older adults with: 
depression; cognitive change with age; dementia; adjustment and adaptation difficulties 
as a result of dependency and/or disability; mortality; strokes; challenging behaviour and; 
issues regarding the relevance of gender and ethnicity for older adults. (For fuller details 
see the University of Surrey Older Adult Placement Guidelines).
Aims of the Placement.
1. This placement aims to provide the trainee the experience of working with older 
adults, their families and carers, and to develop an awareness of the impact of 
physical disabilities and social circumstances on older adults.
2. It also aims to provide the trainee with clinical psychology skills to work with older 
adults at varying stages and with varying psychological difficulties.
3. To provide experience of assessment, formulation and intervention skills with older 
adults, their families and carers and to vary these skills appropriately to the client’s 
age and stage of life.
4. To provide trainees with an insight into the wider support network of the older adult 
and how such inter-agency work is conducted.
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Objectives of the Placement
The competencies listed in the University o f Surrey Older Adult Placement Handbook 
will be used as a framework to achieve the aims of the placement.
Specifically trainees will be provided with the opportunity of observing older adults in 
the following settings:
• Assessment wards
• Continuing care wards
• Day hospitals
• Social service settings
• Clients’ own homes
• Primary health care settings
• Day centres.
Trainees will also have the opportunity to observe the following professionals:
• Consultant Psychiatrist
• CPNs
• Geriatricians
• Social Workers
• Occupational Therapists
• Clinical psychologists
Trainees will be expected to plan and deliver teaching sessions to specified group, i.e. 
care staff.
Studv Time
Trainees will be allowed one session per week for study at a pre-arranged and convenient 
time as indicated by the University of Surrey.
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Small Scale Research
Trainees will be allowed to dedicate one session a week to concentrate on the planning, 
running and writing up of a small scale research project which is relevant to the Older 
Adult Placement.
Reports of Clinical Activitv
Trainees are expected to keep up to date clinical records/notes for each client and to send 
a letter to the client’s GP within 2 weeks of completing an assessment. This letter is to 
include a psychological formulation and treatment plan.
Trainees are to be allocated a proportion of clinical time to write an extended report 
(5000 words) on a piece of clinical work that is grounded in theory and reflects an 
unidentified case, as required by the University Of Surrey.
Supervision
Supervision is to be provided by Lynn Beech for one and a half hours weekly. In Lynn 
Beech’s absence, trainees may obtain advice from Dr David Sperlinger.
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A Validation Group for Clients with Dementia
The Older Adults clinical case report describes the theoretical background of 
validation therapy with elderly clients who are experiencing dementia, which 
incorporates Rogerian principles o f construing the individual's right to be unique and 
that the clients' emotional feelings are of paramount importance. This approach also 
takes account of the developmental tasks of the older adult (based on the theory of 
Erickson) and is seen as a method of facilitating the resolution of 'unfinished 
business'.
The validation group involved 6 clients with dementia (1 male and 5 females) with an 
age range from 68 to 84 years. These clients attended the local day hospital on daily 
basis. The report describes how these clients were selected and how the group was set 
up; including a consideration of practical issues that must be considered when running 
a group for the elderly.
As the life of the group was planned to be short term (8 weeks), the 'resolution of 
unfinished business' was considered an inappropriate therapeutic goal. Instead a 
weekly evaluation of each client's 'well being', using Kitwood's behavioural indicators 
of well being in the client with dementia, was used to evaluate the therapeutic 
effectiveness of the validation group.
The clinical case report presents the results of each member’s well being over the 
course of the group. The report also comments on how group dynamics had an impact 
on each individual’s psychological state and on the atmosphere of the group in 
general. The report concludes with criticisms of the formation and running of this 
group and makes recommendations, which should be considered in the development 
of future validation groups.
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Pain Management Specialist Placement
Supervisors: Hilary Rankin and Dr Sione Watts 
Location: Sutton Hospital, Sutton
Dates: 16/10/97-03/04/98
The main emphasis in this placement was on the planning, facilitating and evaluation 
of pain management groups. In this group format, I had direct clinical contact with 24 
chronic pain patients and the majority of clinical experience was in delivering 
presentations on the psychological aspects of pain management and facilitating the 
groups. Individual client work was also conducted with 5 chronic pain patients; 
conjoint assessment work was carried out with 4 couples who experienced sexual 
difficulties, secondary to chronic back pain.
Other types of experience gained on this placement included the observation of other 
professionals' interactions with pain patients (of varying aetiologies) at different points 
of the health system. Two formal presentations were planned and presented, one to 
the pain services multi-disciplinary team and one to the Psychology Department. A 
handout on dealing with negative thoughts about pain was developed and written. 
There was also the opportunity to be widely exposed to the interfaces between acute 
and chronic, and physical and psychological health services.
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Specialist Placement Contraet -  Pain Management
I Placement Objectives:
1. To gain experience in the clinical assessment and psychological management of a 
range of chronic pain problems with outpatients referred by specialists within the 
Trust.
2. To develop competence in the application of a cognitive-behavioural approach to 
chronic pain problems.
3. To gain an understanding of the relevance of additional theoretical models in the 
field, including the grief model and psychodynamic processes.
4. To be able to select appropriate measures for evaluating outcome o f treatment of 
chronic pain, administer them and interpret results.
5. To gain experience in the planning, running and evaluation of a pain management 
programme.
6. To gain an awareness of the range of potential roles for clinical psychologists in the 
field through observation o f other (non-psychology) clinician’s work and 
participation in multi-disciplinary meetings.
7. To develop an understanding of the relevance o f project work to the field and 
competence in the design and application of such work.
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II Specific Objectives
1. To observe and be observed carrying out clinical assessment vrith chronic pain 
patients.
2. To take on a minimum of 4 cases of chronic pain for therapy.
3. To observe and be observed (by audiotape where appropriate) during clinical therapy 
sessions.
4. To attend and participate in the running of the pain management programme.
5. To observe the work of multi-disciplinary colleagues as the opportunity arises and 
discuss in supervision:
a) in the outpatient clinic
b) in day surgery
c) with the acute pain team
d) with the palliative care team
e) in the orthopaedic back assessment clinic.
6. To attend COPE meetings
7. To be familiar with and use assessment measures, including:
a) pain ratings
b) measures of disability
c) measures of anxiety and depression
d) measures of health beliefs/locus of control
e) measures of cognitive coping.
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8. To read literature on the psychological management of pain provided by the 
supervisor.
9. To provide written reports on clinical assessments and therapeutic interventions.
10. To design, carry out and write up a small clinical project.
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The Detailed Assessment and Management of a 23 year old Female with Chronic,
Recurrent Ovarian Pain.
This report describes the detailed assessment carried out on a young pain patient. Ms 
Brown had undergone several medical procedures for ovarian cysts, yet, her most 
recent admission suggested that no organic pathology could explain the degree of pain 
Ms Brown complained of; as a result, no medical intervention was offered and Ms 
Brown was discharged from the acute pain services. Yet, Ms Brown's pain complaints 
persisted and affected many areas of her life, including occupational, interpersonal, 
physical and psychological, thus the referral to the Psychology Department.
The case report describes, in detail; the information gained from Ms Brown during 
clinical interviews, objective assessments and discusses the dramatic coping strategy 
of deliberate self-harm that Ms Brown employed to deal with her chronic pain.
A large proportion of time was spent administering objective assessments of the 
emotional and social-cognitive aspects of chronic pain. This included the 
administration of the Hospital Anxiety and Depression Scale, the Pain Self Efficacy 
Questionnaire, the Pain Coping Strategies Questionnaire and the Beliefs about Pain 
Control Questionnaire. This assessment revealed that Ms Brown was 'severely' 
anxious and 'moderately' depressed, that she had a tendency to use catastrophic coping 
strategies and that she did not believe she could reduce or control her pain, instead 
relying on the medical professionals and/or fate to regulate her pain.
The psychological intervention was based on the tenets of the Gate Control Theory o f 
Pain and the subsequently developed cognitive-behavioural techniques to deal with 
pain. This intervention included an educational component; the introduction and 
modeling of relaxation and controlled breathing to control physiological arousal; the
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identification and modification of dysfunctional thoughts (especially relating to 
catastrophic misinterpretation of somatic sensations and her personal level of control 
over symptoms). The intervention highlighted the role of thoughts in influencing the 
individual’s emotions and behaviour. A further aim of the intervention was to limit 
the typical chronic pain patients’s presentation of activity cycling by setting specific 
yet, gradually increasing goals.
The outcome o f this intervention was generally, very positive. The re-administration 
of the objective assessment tools indicated a reduction in the extent to which Ms 
Brown experienced the symptoms of anxiety and depression. The results further 
suggested a reduction in the extent to which Ms Brown used catastrophic coping 
strategies and the increase in positive coping strategies. The degree to which Ms 
Brown believed she had personal control over the level of pain experienced, increased 
after the intervention. Ms Brown's subjective improvements are also discussed.
Criticisms of the intervention and ethical issues regarding conducting psychological 
interventions with an individual, who has required multiple surgical procedures in the 
past, are discussed.
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Systemic and Narrative Therapy for Adults, Specialist Placement
Supervisor: Margaret Henning
Location: Crawley & Horsham Hospitals
Dates: 22/04/98 - 24/09/98
The main emphasis in this final placement was on direct, clinical work. As such, I 
had sole, direct clinical contact with 12 clients, whose problems included 
hypochondriasis, borderline personality disorder, existential depression, eating 
disorders, adjustment to physical disability, bereavement issues, obsessive-compulsive 
disorder, survivors of child sexual abuse. These difficulties were approached using 
narrative and systemic therapeutic principles and techniques. Family interventions 
were also carried out vrith systems whose problem issues varied from coping with 
neuropsychological deficits in one member; coping with caring for a family with 
several members who had Tourette's syndrome and issues raised by the man of a 
family desiring a sex and gender change. Indirect and observational work of 8 
patients was also experienced. There was also the opportunity to continue to develop 
multi-disciplinary and multi-agency liaison skills by taking part in Care Programming 
Approach reviews, for example.
117
_________________ Narrative and Systemic Therapy with Adults, Specialist Placement Contract
Specialist Placement Contract -  Narrative and Systemic Therapy in Adult Mental 
Health
Placement Objectives
1. To gain experience in the clinical assessment and psychological management of a 
range of adults with mental health problems within the Trust.
2. To develop competence in the application of systemic and narrative approaches to 
adult mental health problems.
3. To be able to select appropriate measures for evaluating outcome o f treatment, 
administer them and interpret results.
4. To gain experience of and develop an understanding of the roe of the clinical 
psychologist in a multi-disciplinary community health team.
5. To participate in departmental meetings and CMHT meetings (clinical and business).
Specific Objectives
1. To observe and be observed carrying out clinical assessment with adults with mental 
health problems, in in-patient, outpatient, day services and community settings.
2. To observe and be observed (by audiotape and videotape where appropriate) during 
clinical therapy sessions.
3. To carry a caseload of no more than eight cases at any one time.
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4. To attend and participate in Family Therapy Supervision sessions.
5. To attend and participate in departmental consultancy sessions of complex cases.
6. To provide written reports on clinical assessments and therapeutic interventions. 
Supervision
Supervision will be provided on a weekly basis; formally on Fridays 2-3 p.m. as well as 
informal supervisory contact as required.
Studv Time
The trainee will be allowed one session a week for study at a pre-arranged and 
convenient time as indicated by the University of Surrey.
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Summary o f Research Section
Summary of Research Section
This section contains three research components completed over the three years. The 
first component is a literature review of the evidence that cannabis can cause 
psychosis. The second component is an exploration of the sexual difficulties 
experienced by chronic low back pain patients and an investigation into the need for 
specialised therapeutic services to address these difficulties. As this component 
addresses service provision issues, alongside theoretical, clinical and research issues, 
it constitutes the required 'research on placement' experience. The third component is 
a quasi-experimental study addressing the theoretical aspects of nicotine's ability to 
modulate mood via cigarette smoking and via nicotine replacement therapy.
All names and identifying characteristics of the case studies described in the 
second component have been altered to protect clients’ confidentiality.
121
Literature Review -  Year 1
In what ways does cannabis cause psychosis? A critical review of the literature. 
Abstract.
This review describes the epidimiology of the use of cannabis, it’s pharmacological 
effects and the relationship between cannabis and psychosis. The factors that 
distinguish psychotic patients who have abused cannabis, from those who have not, 
are discussed. Much of the literature in this field is concerned with two putative forms 
of cannabis psychosis, toxic vs. functional; this review highlights this distinction and 
then provides a summary of the research conducted regarding each type. More 
compelling evidence is found for the existence of a toxic, organic cannabis induced 
psychosis than for a cannabis induced functional psychosis. The methodological 
limitations of the research presented are highlighted and recommendations for future 
research are also given.
What is cannabis?
Cannabis preparations are derived from shrubs known as Cannabis sativa and can be 
consumed in several different forms - a s  a herbal product (usually from the dried 
leaves), as a resin, or as an oil derived from the seeds and other parts of the plant. 
Consumption occurs either through smoking the cannabis or ingesting it orally. As 
Razdan, (1986) describes, cannabis is not a single drug but a complex mix of over 60 
cannabinoid compounds and 400 different chemicals. Delta 9 tetrahydrocannabinoid 
(THC) is believed to be the leading psychoactive agent of cannabis preparations. The 
psychoactive effects of cannabis are variable, as they are profoundly dependent on the 
personality of the user, his expectations and the setting; these subjective factors 
interacting with pharmacology, (Zinberg, 1984). Relaxation, a sense of well being 
and enhanced somatosensory perceptions are frequently reported, however, other 
effects include a distorted sense of time, subtle changes in visual perception and body 
image.
The pharmacological effects of cannabis.
Because THC is so fat soluble it is rapidly metabolised after absorption, mostly in the 
liver to 11-hydroxytetrahydrocannabinoid which is 20% more potent than THC itself 
(Ghodse, 1986) and to other metabolic products with unknown or relatively little
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psychoactive effect. THC and its metabolites bind tightly to blood proteins and again, 
because of their fat solubility, remain for long periods in the fatty tissues of the body 
from which they are slowly released back into the bloodstream. Complete elimination 
from the body of a single dose of THC might take more than 30 days (Hunt & Jones, 
1980). Given this slow clearance, one might predict that repeated administration of 
cannabis at intervals of less than 8-10 days should result in the accumulation of THC 
or its metabolites. Individual differences in tissue retention capacity and the factors 
that might accelerate the release of cannabinoids into the bloodstream are unknown 
yet. How much is accumulated in regular, heavy cannabis users is unknown. To date 
only 14 of the 60 cannabinoids have been studied in depth; therefore, knowledge 
about the pharmacological effects of such substances is still in infancy.
Epidemiological data re cannabis use.
Recent UK surveys of cannabis experimentation suggest that 40% of Year 10 (14-15 
year old) students have tried cannabis and of these approximately 10% reported 
weekly use of the drug (Balding, 1994). It has been estimated by Adams & Martin 
(1996), that 2-3 % of the population in the United States, consumes cannabis on a 
daily basis. Petersen, (1984) found that reports of cannabis experimentation and 
current use has increased markedly since the 1960s, for example the number of 
children (12-17 years) who reported having ever used cannabis rose from 14% in 1971 
to 27.3% in 1982. There has also been a rise in adult (18-25 years) experimentation 
from 39.3% to 64.3%. The majority o f users take it experimentally and do not become 
regular users, (Royal College of Psychiatrists, 1987). Current users made up about 
half of those who had ever used it. The proportion of users who develop adverse 
reactions is unknown.
Tbe association between cannabis and psychosis:
In diverse populations, cannabis has been widely related to mental disorder. 
Historically it has been linked to insanity in early reports and to specific forms of 
psychosis during the last century. Isbell, Gorodetzsky, Jasinski, Clauseen, Spulak & 
Forte (1970) conducted a laboratory experiment using a purified form of delta 9 THC. 
A dose of 50 micrograms elicited experiences of altered time sense and heightened 
visual and auditory perceptions in most normal subjects. With a dose of over 200
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micrograms, all subjects had a psychotic reaction including illusions, delusions and 
hallucinations. A putative “Cannabis Psychosis” has been identified by clinical 
observers in regions of the world with a long history of chronic, heavy cannabis use 
e.g. India, Egypt and Caribbean, (Brill & Nahas, 1984, Ghodse, 1986). Ghodse, 
(1986) describes cannabis psychosis as a “psychotic illness arising after the 
consumption of a large amount of cannabis” and describes its features as including 
“confusion, generally associated with delusions, hallucinations and emotional 
lability”.
Factors distinguishing psychotic patients who have consumed cannabis.
Thomicroft, Meadows and Polti, (1992) carried out a retrospective, controlled study in 
an attempt to distinguish the characteristics of psychotic patients who tested positive 
for cannabis use. They found that cases were more likely to be Aft"o-Caribbean and 
that only incoherence of speech and agitation were more common in the positive 
compared to the cannabis negative group. This study failed to show a clear pattern of 
differences between the psychotic patients who had, and who had not, abused 
cannabis for: past psychiatric history; family history of psychosis; circumstances of 
admission; symptom profiles; and diagnosis.
Beaubrun & Knight, (1973) conducted a small study comparing the psychiatric history 
and symptoms of 30, Jamaican, chronic, daily cannabis users (with a history o f at least 
7 years) with that of 30, Jamaican, non-cannabis using controls matched on social 
class, income, sex and age. Both cases and controls were assessed by personal 
psychiatric interview and personality questionnaires. The only statistically significant 
difference between the two groups was a higher rate of family history of psychiatric 
disorder and of hallucinatory experiences in the cannabis users.
Similar results have been reported by Stefanis, Liakos & Boulougouris, (1976) in a 
study of 47, chronic cannabis users in Greece and 40 controls matched for age, family 
origin, residence at birth and upbringing. They found a higher incidence o f 
personality disorders among the cannabis users but no statistically significant 
difference in the rate of psychiatric disorder diagnosed by a personal interview with a 
psychiatrist. There are many reports of chronic cannabis users who have not become
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psychotic. Stefanis, (1978) believes a possible explanation for this is that these 
individuals have not (yet) reached their ceiling dose, which almost certainly will vary 
between individuals.
Rolfe, Tang, Sabally, Todd, Sam & Hatib, (1993) observed that cannabis abuse is a 
major problem in the Gambia and other parts of West Africa, where there is also an 
increased incidence of psychotic illness. These authors hypothesised that the 
increased psychosis reflected the increased background use of cannabis by the local 
population. They found that psychotic patients are 4.4 times more likely to have a 
positive cannabinoid result than matched non-psychotic controls and that cannabis 
abuse predated the onset of psychotic symptoms in most patients. However, closer 
analysis of this study revealed that 28% of the patients given a diagnosis of cannabis 
psychosis actually gave a negative test for cannabinoid substances. The chronicity of 
cannabis use and the sensitivity of the biochemical measures used are the main factors 
influencing the detection of urinary cannabinoid residues after cessation of use. 
Therefore these 28% of patients may have used cannabis prior to the onset of 
psychosis, but it had not been detected. A strong negative correlation between a 
positive urinary result and a family history o f mental illness provides convincing 
evidence that the psychosis in the majority of patients was not merely due to the 
cannabis unmasking latent schizophrenia.
Possible confounding factors existed in this study i.e. an increase of alcohol 
consumption has been identified in the Gambia. Also, in the Gambia the drmking of 
ataya tea is common as it forms the basis of parties where cannabis is smoked or 
ingested. It may be possible that the alcohol or the caffeine in the tea act as co-factors 
with cannabis to induce psychosis. The result of this study demonstrates the strong 
association between cannabis abuse and psychosis in West Africa, however due to the 
methodological limitations the link can not be said to be causal.
The distinction between toxic and functional psychosis:
The occurrence of delusions and auditory and visual hallucinations, and a relatively 
benign course typically remitting within a week, are characteristics that have been 
identified in studies of cannabis induced psychosis, e.g. Bemardson & Gunne, (1972),
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Chopra & Smith, (1974), Thomas, (1993a). Yet Tsuang, Simpson & Kronfol, (1982) 
distinguish between an organic toxic psychosis and a functional psychosis following 
cannabis ingestion. They compared the demographic, clinical characteristics and 
family histories of patients with cannabis psychosis of differing durations. The short 
duration disordered patients had “better premorbid personalities, fewer psychotic 
symptoms and fewer core schizophrenic syndromes such as poor insight, shallow and 
inappropriate affect, thought disorder, delusions and Schneiderian ‘first rank 
symptoms’. They were more likely to have presented with ‘organic’ symptoms such 
as confusion, disorientation, visual hallucinations and amnesia than the patients with 
long duration disorders.” (p. 172). The prevalence o f family histories of schizophrenia 
among the longer duration, cannabis psychotic patients was similar to that of 
schizophrenic subjects, while the shorter duration cases patients had no such family 
history, which suggests that cannabis was not revealing a previously unexpressed 
psychotic disorder.
Tsuang et al, (1982) argued that the shorter duration disorders were toxic psychoses 
precipitated by drug use in predisposed individuals and were distinct from psychotic 
disorders, following cannabis, that became prolonged. Nahas & Latour, (1992) 
provided evidence to suggest that if the psychotic reaction was prolonged it was 
actually revealing a latent, pre-existing pathology. There is little support for the 
hypothesis that cannabis use can cause psychosis which persists beyond the period of 
intoxication. Such a possibility is difficult to study because of the likely rarity of such 
psychoses and the near impossibility of distinguishing cases from individuals with 
schizophrenia and manic-depressive psychosis who also abuse cannabis (Negrete, 
1983).
Research on toxic psychosis:
Several studies have been conducted to establish if there is a valid association between 
cannabis and an organic, toxic psychosis, the more scientifically grounded of which 
shall now be reviewed. Chopra & Smith, (1974) carried out one of the largest case 
series in this field. They studied the notes of 200 East Indian patients whose 
psychiatric symptoms reportedly occurred after “reported use” of a cannabis 
preparation between 1963 and 1968. The most common symptoms were sudden onset
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of confusion, generally associated with delusions, hallucinations (usually visual), 
emotional lability, amnesia, disorientation, depersonalisation and paranoid symptoms. 
(p.24).
Chopra & Smith’s (1974) results indicated that cannabis had several different 
relationships with psychosis; cannabis can exacerbate psychotic symptoms in 
individuals with a psychotic history; it can also magnify the psychopathology in non- 
psychotic psychiatric patients temporarily. Also, one third of the patients with 
cannabis psychosis had no previous psychiatric history and their only constant feature 
was “recent use of cannabis preparations as the apparent precipitant of the psychotic 
episode.” (p.25). This finding was taken to suggest that cannabis use can lead to 
psychosis in “normal” individuals and therefore can be considered a discrete 
diagnostic entity. It is important to highlight that those who reused cannabis usually 
redeveloped psychosis according to this paper, although the methods of ascertaining 
this were not specified. A longitudinal study would be needed to confirm such 
postulations.
This research hypothesis gained support from case series published in other countries, 
Bemardson & Gunne, (1972) used a questionnaire design asking for reports of any 
habitual cannabis users who had been treated for any kind of psychosis and found 46 
cases of putative, cannabis psychosis amongst admissions to a psychiatric hospital in 
Sweden between 1966 and 1970. 30 of these cases had no prior psychotic history and 
17 of them had developed psychosis during a period of increased usage of cannabis,
11 had unchanged use, 1 developed the symptoms after one week abstinence and one 
further case after two weeks abstinence from cannabis. Although no details of follow 
up procedures were reported, it was said that 7 cases relapsed again after reusing 
cannabis. The authors did not attempt to define symptoms specific to cannabis 
induced psychosis; it was noted, however, that a high degree of violence and 
destructiveness appeared to be characteristic.
From this Bemardson & Gunne, (1972) suggested that acute cannabis psychosis is 
characterised by an increase in cannabis consumption just before the onset of 
psychotic symptoms in individuals with no hereditary mental illness. However, not all
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of these cases had developed psychosis after increased consumption, indeed eleven 
cases had had unchanged use and two cases developed the symptoms after abstinence 
fi*om cannabis. Therefore, to say that cannabis was the precipitating factor in all cases 
seems premature.
Tennant & Groesbeck, (1972) studied 36 000 US serviceman who were stationed in 
Germany between 1968 and 1971. Toxic psychosis after cannabis use alone was 
considered to be uncommon amongst this population as only 0.059% of the soldiers 
who regularly used cannabis developed psychosis after ingesting cannabis alone. 
Predisposing factors were identified including: first time use; and consumption of 
large amounts of cannabis resin within a few hours, which increased the probability o f 
psychosis occurring after cannabis use.
Onyango, (1986) reported one of the few case series which used urine-analysis to 
identify possible cases of toxic cannabis psychosis. Out of 25 possible cases, only one 
case fitted the diagnosis of cannabis psychosis as he had no history of past psychosis 
and had a positive urine result. His psychotic symptoms responded to neuroleptic 
medication. This case had no further episodes at two-year follow-up and thus his 
psychosis was considered an organic, toxic reaction. There have been several other 
papers published that agree a toxic psychosis can follow the ingestion of cannabis: 
Brills & Nahas, (1985); Estroff & Gold, (1985); Ghodse, (1986); Johnson, (1990), 
Negrete, (1989); and Thomicroft, (1990).
The only common trend of the patients’ clinical presentation of toxic psychosis in the 
various studies is proneness to violence and agitation and more fi*equent visual 
hallucinations. Gersten, (1980) was not convinced that cannabis psychosis existed as 
a discrete diagnostic category because he felt these psychopathological reactions were 
indistinguishable fi-om other, acute toxic, conftisional states. However, as the 
ingestion of cannabis is the precipitating factor in these cases, surely it is this which 
makes such reactions distinct; what causes the toxic reaction must be an important 
component to consider as awareness of such can help eliminate the possibility of the 
psychotic reaction occurring.
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Research on a functional cannabis psychosis:
Other investigators have argued that heavy cannabis use may produce an acute 
functional psychosis, which is similar in its clinical presentation to paranoid 
schizophrenia yet, remits after abstinence. Thacore & Shukla, (1976) attempted to 
assess phenomenological differences between cannabis psychosis and paranoid 
schizophrenia. Patients received a diagnosis of cannabis psychosis if there was a clear 
temporal relationship between the use of cannabis and development of psychosis on 
more than two occasions and the use of other psychotomimetic drugs were not 
suspected. They compared 25 cases with a diagnosis of cannabis psychosis with 25 
age and sex matched controls with paranoid schizophrenia who had no history of 
cannabis use.
Cases with cannabis psychosis displayed more bizarre and violent behaviour, more 
panic reaction and were far less thought-disordered compared to paranoid 
schizophrenic cases. Visual hallucinations only occurred in those who smoked 
hashish, the strongest cannabis preparation. Cannabis psychosis was associated with 
rapidity of thought, flight of ideas and insight into the nature of their illness. Such 
patients responded swiftly to neuroleptic drugs and recovered completely. These 
results were taken as evidence of a distinction between a functional cannabis 
psychosis and paranoid schizophrenia.
Rottanburg, Robins, Ben-Arie, Teggin & Elk, (1982) provided one of the most 
convincing research studies in favour of the hypothesis that cannabis can produce an 
acute, ftmctional psychosis. They attempted to find distinctive features of cannabis 
psychosis by performing toxicological analysis on every third consecutive male 
admission, with a diagnosis of psychotic disorder, over a six-month period. The study 
involved twenty males, who tested positive only for cannabis and twenty matched 
controls. All were assessed by the Present State Examination shortly after admission 
and again one week later. Psychotic patients with cannabinoids in their urine had 
more symptoms of hypomania and agitation and less auditory hallucinations, 
flattening of affect, incoherent speech and hysteria than controls. They also showed 
strong improvements in symptoms by the end of a week, compared to no change in the 
controls, despite receiving comparable amounts of medication. Rottanburg et al.
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concluded that “heavy cannabis intake is associated with a rapidly resolving psychotic 
illness characterised by marked hypomanie features” (p. 1366).
Sijuwola, (1986) compared 33 consecutive cases of putative cannabis induced 
psychosis, 25 cases of paranoid schizophrenia and 27 cases of undifferentiated 
schizophrenia. To receive a diagnosis of cannabis induced psychosis; the patient was 
required to display more than two episodes temporally related to cannabis use. Little 
difference was found among the three groups on the PSE. The author concluded that 
the data did not support the existence of a distinct, cannabis induced, ftmctional 
psychosis, although of course it is feasible that the measures utilised may not be 
sensitive enough to tease out the differences between the different groups.
Imade & Ebie, (1991) conducted a retrospective comparison of the symptoms reported 
by 70 patients with putative cannabis induced psychosis, 163 patients with 
schizophrenia and 39 patients with mania. No specific patterns of symptoms 
distinguished the groups, nor did the groups differ in duration of hospital stay. Imade 
& Ebie, concluded that the data did not support the notion of cannabis induced, 
functional psychosis as an independent diagnostic category.
Mathers & Ghodse, (1992) carried out a controlled study which included urine 
analysis and the standardised Present State Examination, which was rated blind to the 
urine assay results. They found that psychotic patients with a positive urine result 
differed significantly fi-om controls at admission on 5 PSE items - changed perception, 
thought insertion, non-verbal auditory hallucinations, delusions of control, delusions 
of grandiose identity. At one month follow-up the only difference between cases and 
controls was delayed sleep and there was no difference at 6-month follow up.
Thomas, (1993b) believed that the five PSE items considered as distinguishing cases 
fi-om controls was merely a chance finding due to the large number of items in the 
PSE. Thomas, in addition pointed out that Mathers & Ghodse, (1992) did not discuss 
self medication as a factor in those subjects experiencing a psychotic relapse, an 
important point and one considered also by Taylor & Warner, (1994). Such 
individuals may have increased their cannabis usage to self medicate; alternatively
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they may have become disinhibited due to the psychosis and therefore more likely to 
consume drugs. This drug use may then modify the presentation o f the underlying 
illness that could account for the PSE differences observed. Thomas, (1993b) 
therefore, suggests that a more correct diagnosis in such cases would be paranoid 
schizophrenia with a presentation modified by cannabis use.
Conclusions about the reviewed evidence:
Gruber & Pope, (1994) emphasised that one would need the following evidence to 
support the hypothesis that cannabis use was the principal cause of the psychotic 
disorder observed:
1) patients experience a psychiatric syndrome that began promptly after use of 
cannabis or shortly following a substantial increase in the customary use;
2) patients show cannabis in a toxic screen of urine;
3) patients did not show other drugs capable of causing psychosis either by self 
report or by toxic screen;
4) patients had no history of a major psychiatric disorder prior to cannabis use;
5) patients showed distinctive phenomenolgic features that distinguished the putative 
cannabis induced syndrome fi-om naturally occurring syndromes such as mania or 
schizophrenia;
6) patients eventually demonstrated remission of the syndrome when the cannabis 
was withdrawn;
7) patients redeveloped the syndrome when re-challenged with cannabis.
Considering all these factors, the case for believing that cannabis use can produce a 
functional paranoid illness is much less compelling than that for a toxic psychosis 
which is itself rare, (Thomas, 1993a: Thomicroft, 1990). In a study by Gruber & 
Pope, (1994) the absence of an unequivocal case of cannabis induced psychosis 
among 9432 patients admitted at two very different hospitals indicates that this entity, 
if it exists, is very rare.
Given the size of the population of users, the figures for cases of cannabis pathology, 
specifically diagnoses of cannabis psychosis at psychiatric facilities in Western 
countries, is negligible, (Carney, Bacella & Robinson, 1984; Grinspoon & Bakalar
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1985; Palsson, Thulin & Tunving, 1982; Smith, 1968). There could be several 
explanations for this: for example, cannabis use is clearly associated with worsening 
symptoms of pre-existing schizophrenia, (Talbott & Teague, 1969). Thus it may be 
possible that some people with cannabis psychosis already have schizophrenia and 
their condition was exacerbated by cannabis use, (Breakey, Goodell, Lorenz & 
McHugh, 1974). Alternatively, the pharmacological effects of cannabis might impair 
the effectiveness of neuroleptic drugs used to treat the major psychoses, (Knudsen & 
Vilmar, 1984). Cannabis use could conceivably precipitate a latent psychosis in 
vulnerable or predisposed people. This could occur, either as a result o f a specific 
pharmacological effect of THC (or other constituents of cannabis preparations), or as 
a result of stressful experiences while intoxicated, such as a panic attack or a paranoid 
reaction to the acute effects of cannabis, (Edwards, 1976).
Another possibility is that cannabis psychosis is relatively mild or lasts for a 
sufficiently brief period that patients do not seek treatment or, if they do, they are seen 
in Accident & Emergency departments and not admitted. If this was the case, 
however, it might be argued that most of these patients would not warrant a diagnosis 
of cannabis psychosis, but would be better diagnosed as having simple cannabis 
intoxication because their symptoms were so brief, (Thomicroft, 1990). Altematively, 
the results may be due to a failure on both parts (patients and health professionals) to 
establish a connection between the abuse of cannabis and the presenting problems, 
(Smart & Adlaf, 1982). Fears of legal consequences, social stigma, parental or 
employment problems may also deter patients fi-om presenting themselves to a 
hospital.
There are a number of ways that cannabis use could be associated with psychotic 
disorders without being a contributory cause of such disorders, e.g. dmg use among 
schizophrenic individuals may be a consequence of pre-existing personality 
characteristics which predispose them to use illicit drugs and to develop 
schizophrenia. Heavy cannabis use may also be a marker of the use of amphetamine, 
(Bell, 1973; Connell, 1958) and cocaine, (Angrist, 1983) for which there is strong 
evidence for causing acute paranoid psychosis.
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Another hypothesis is that cannabis is used as a form of self-medication. There is 
considerable anecdotal evidence that patients may increase their cannabis use after the 
prodromal or full onset of an acute psychotic episode, i.e. Harding & Knight, (1973). 
On the other hand, Halikas, Goodwin & Guze, (1972) suggested that cannabis has 
less serious effects and that cannabis users come fi*om a group in the population 
already at high risk for psychiatric pathology.
Ghodse, (1986) postulated that cases of toxic psychosis should occur less frequently in 
the UK as it was unlikely that even heavy users in the UK, use as much as Jamaican 
heavy users, whose THC consumption has been estimated at 420 mg / day, (Beaubrun, 
1986), although there may, of course, be numerous other explanations for cross- 
cultural differences in incidence.
Methodological issues:
Much of the literature of cannabis psychosis suffers from much circularity in their 
argument, (Thomicroft, 1990). Typically a group of patients have been identified as 
having a toxic “cannabis psychosis” (with little information on how they came to be 
so identified and without using an extemal source reference) and their behaviour and 
clinical history are then presented as evidence for the existence of the diagnostic entity 
they were meant to be testing.
Thomicroft, (1990) also commented that the conclusions of cannabis psychosis 
studies are limited, due to the inadequacies in research design. Studies o f the 
relationship between cannabis abuse and psychological disorder have often been 
uncontrolled. The small scale of the majority of reports severely limits their ability to 
detect any tme differences between psychosis in cannabis users and in the comparison 
groups. Where such differences have been reported, they have been interpreted to 
support an oversimplified model of causation in which cannabis alone is presumed to 
be a sufficient precipitate of the psychotic episode. There also appear to be subject 
biases in these studies, excluding the effects of cannabis on females and over inclusion 
of Afro-Caribbean males, e.g. Thomas, Stone, Osbom, Thomas & Fisher, (1993). 
Ethnic group has too rarely been controlled for in studies of cannabis psychosis, which 
is insufficient as use of cannabis varies significantly in different cultures due to many
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factors such as religion.
Few studies have incorporated a prospective design; many have relied on case note 
analysis which are subject to incomplete recordings, (Tsuang et al, 1982). Most of the 
experimental studies of humans have involved short-term effects, with little 
longitudinal follow-up data. The literature on cannabis abuse and psychosis is diverse 
and conflicting because of the confounding effects of other drugs, absence of 
laboratory markers for schizophrenia, unreliability of history alone, variation in the 
use of psychiatric terminology and the varying effect cannabis may have on people of 
differing cultures and personality.
Work supporting the hypothesis that cannabis use precedes the expression of 
psychosis has usually relied upon self-report to establish antecedence, (e.g. 
Andreasson, Alleback, Engstrom & Rydberg, 1987; Davison & Wilson, 1972; 
Thacore, 1973). Yet, self-reported consumption may seriously underestimate the 
extent of use (Test, Wallisch, Allness & Rip, 1989), as it involves both recall bias and 
the unquantified effect of a reluctance to admit to use of an illicit drug. The validation 
of cannabis use through biological assays is central to such studies. Although the 
presence of measurable amounts of urinary cannabinoids gives little indication of the 
timing and dose of the ingested cannabis at least, it confirms consumption, which is a 
factor too frequently omitted from studies to date. Obtaining confirmation o f cannabis 
ingestion is important although it is difficult to be sure of the amount of the drug 
captured in other tissues, especially the brain, as the relation between these two is as 
yet unknown.
Solomons & Neppe, (1989) commented that the majority of reports of toxic cannabis 
psychosis originate from Eastern, African and Third world countries, not in the 
developed Western countries where the enduring psychiatric classification systems 
originate. This may be relevant as there could possibly be differing ideas of 
“normality”, and of psychiatric practices and terminology. The uneven occurrence of 
cannabis psychosis world-wide has not been fully explained, but may be related to 
factors such as culture, genetic predisposition, differing potencies and levels of 
consumption of cannabis in different areas and countries, (Spencer, 1971).
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Another hypothesis was put forward by Chaudry, Moss, Bashir & Sultan, (1991) who 
postulated that the oral administration of cannabis results in a different profile of 
metabolites, compared to smoking it. This method may produce an unidentified 
psychotogenic metabolite to account for these observed differences between East and 
West who tend to use different methods of administering cannabis.
There are difficulties inherent in the comparison between the different studies as the 
potencies of cannabis preparations vary according to where it was cultivated, the 
mode of ingestion and when the study was conducted. Today’s cannabis is on average 
five times as powerful as that in the 1960s, meaning the current “moderate” user is 
ingesting much larger doses than the average “heavy” user in the late 70s, (Miller, 
1991). Also, confounding variables such as concurrent alcohol and substance abuse 
have been too frequently ignored, (Breakey et al, 1974). These factors make between 
study comparisons difficult.
The diagnosis of a psychotic disorder following cannabis use, in studies reviewed 
above, has only rarely used standardised criteria such as the DSM-IV or the ICD-10 
which allows only limited inferences to be drawn.
Conclusion
The research, to date, provides little evidence that cannabis psychosis exists as an 
independent entity, although there is more support that cannabis ingestion can lead to 
a toxic organic psychosis as opposed to a functional psychosis. However, it may be 
premature to completely disregard the possibility that cannabis use can lead to a 
psychotic disorder even when one considers all of the methodological limitations that 
are inherent in studies in this area.
Recommendations for future research
In future research, assessing the validity of the diagnostic category of cannabis 
psychosis, Kosten & Kleber, (1988) recommend a longitudinal approach, as repeated 
observations will clarify where drug related symptoms end and the underlying
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psychopathology starts. Before committing to any long term, neuroleptic 
maintenance, patients need to be assessed longitudinally for persistence of psychotic 
symptoms while in a drug-free state, (Glass & Bowers, 1970). Studies need to include 
the validation of use with urinary assays and not rely on self-report. There is also a 
need to control data for ethnicity, social class and other substance abuse as these are 
potential confounding factors, which make the results difficult to interpret.
When presented with a patient psychotic following cannabis use, it is recommended 
that personal, family, social, drug and alcohol history alongside details of duration, 
frequency and dose of ingestion are routinely and fully documented in order to gather 
the necessary data to research this area adequately. Information on the course and 
outcome, together with use of standardised mental and cognitive state examinations, 
would also greatly facilitate future case note analysis. It is also important to note if 
the patient’s episodes show the same temporal relationship with the patient’s cannabis 
use. The episode is judged to be cannabis related if it occurred shortly after the 
patient began using cannabis, resumed using cannabis or substantially increased the 
use of cannabis. Such data is important when deciding if the psychotic reaction is due 
to cannabis, or whether it is merely the first manifestation of an underlying psychiatric 
pathology.
Cohort studies using either a longitudinal approach, or conventional prospective 
design, will offer the most compelling evidence if based on standardised diagnostic 
criteria and quantitative estimation o f cannabis consumption. Further investigations 
would be best performed in a population where cannabis is widespread and the 
confounding factors of other drugs and alcohol use are minimal e.g. the West Indies, 
(Wray & Murthy, 1987).
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Sexual Difficulties Experienced by Chronic Low Back Pain Patients: Report of a 
Prevalence Study and An Investigation into the 
Clinical Need for a Specialised Service.
1. Introduction:
Previous Prevalence Research:
Chronic illnesses such as intractable pain have a range of adverse effects on both 
patients and their families (Turk & Kerns, 1985). Payne & Norfleet, (1986) have 
commented that chronic pain patients frequently report having poor marital 
relationships and poor sexual adjustment. Specifically regarding sexual difficulties, a 
study of 153 male patients with chronic low back pain, (CLBP), (Fiutko, 1984) 
revealed that 69.3% reported sporadic to complete erectile dysfiinction, compared to 
40% of males in the general population, (Hawton, 1985). LaBan, Burk & Johnson, 
(1966) found that 63% of the males with (CLBP) resulting from industrial accidents in 
their sample suffered "impotence". As organic factors were not able to discriminate 
between those males who experienced sexual problems from those who didn't, there 
seemed to be a large role for psychosocial factors in the development and maintenance 
of sexual difficulties in patients with CLBP. However, “impotence” was defined by 
LaBan et al, (1966) as an ‘increasing sexual dysfunction following chronic low back 
pain’ and included; a reduction in sexual interest; the inability to obtain and/or maintain 
an erection and; delayed ejaculation. This one label incorporated several different 
sexual difficulties and may lead to some confusion when interpreting the study’s results 
and when comparing these results with those of other studies.
Maruta & Osbourne, (1978) found a consistent trend towards deterioration in sexual 
activity after the onset of CLBP, with 56% of females and 60% of males in their study 
reporting a deterioration in sexual adjustment after the onset of pain. The frequency of 
sexual activity was also significantly reduced after the onset of pain for all involved in 
this study, even more so for males. 20% of the females indicated sexual dysfunction 
before their pain problem began; yet, this rose to approximately half of the sample 
following onset of CLBP. A more marked increase in the experience of sexual
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dysfunction was found amongst the males, rising from none of the males reporting any 
sexual dysfunction pre-pain, to approximately half of the males in the sample reporting 
erectile or ejaculatory difficulties after the onset of pain. Such findings indicate that a 
high proportion of CLBP patients suffer problems in their sexual lives following the
onset of pain.
Maruta, Osbourn, Swanson & Halting, (1981) expanded the research into the marital 
and sexual adjustment of CLBP patients by interviewing 55 patients admitted to a pain 
management programme and their partners. 78% of the patients and 84% of their 
partners reported either elimination or a reduction in the frequency of sexual activity 
and 50% of both patients and spouses reported a deterioration in their sexual 
satisfaction since the onset of pain. Actual sexual dysfunctions were reported by half 
of both the male and female patients after the onset of pain although only 16% of the 
females and none of the males reported sexual dysfunction prior to the onset of pain. 
These results indicate a high incidence of sexual problems in terms of frequency, 
quality, satisfaction and actual dysfunction in CLBP patients, even when reported by 
patients and their spouses independently. The consistency of reports from patients and 
their partners gives more weight to the detrimental impact of CLBP on sexuality.
Sjogren & Fugl-Meyer, (1981) reported a study that attempted to evaluate the 
prevalence and characteristics of sexual dysfunction prior to and after onset of pain in 
60 CLBP patients through detailed interviews. This retrospective study indicated 50% 
of the patients had reduced frequency of intercourse (with 3 having ceased intercourse 
altogether) and 50% reported they had had to change their usual coital positions m an 
attempt to make sexual activity possible. There was an 8% rise in females (from 20% 
to 28%) reporting occasional or frequent difficulties in achieving orgasm before and 
after disability respectively. With the males, sexual dysfunction was not reported as a 
problem prior to the disability. However, after onset of CLBP, one third of the males 
experienced ejaculatory difficulties "often" or "occasionally". Patients' views were 
sought of why there was such a remarkable qualitative and quantitative deterioration of 
sexuality after disablement. Not surprisingly, pain, fear of pain and fatigue were the 
main themes of patients' feedback.
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Coates & Ferroni's (1991) study involved 50 men with lumbar spinal injuries and 100% 
of them reported that their sexual relationship had suffered considerably as a direct 
result of the back injury, with 36% reporting that their sexual relationship had ceased 
completely. When asked why, they reported that the extreme pain experienced when 
attempting intercourse was the reason. Of those who continued sexual activity on a 
reduced basis, two thirds claimed that sex did not hold the same pleasure for them 
compared to before their injury and that they approached sex with a feeling of fear 
about exacerbating their CLBP. Specific sexual dysfunctions were also reported by the 
majority of these men, including erectile and ejaculatory problems, which they 
associated with pain. Commensurate with this, a study by Vander Kolk, Chubon & 
Vander Kolk, (1992) revealed a 50% reduction in the fi*equency of sexual intercourse 
after onset of pain.
Labbe (1988), in a review of the studies conducted to investigate the prevalence and 
nature of sexual difficulties in CLBP patients, highlighted that overall 60% of men and 
women experienced sexual difficulties after the onset of pain, and that these findings 
were consistent with the reports of sexual dysfunction of medical patients in general. 
On the surface, the destructive effects of chronic pain may seem alarming, however, 
when interpreting the results of studies investigating the impact of pain on sexual 
functioning, one must acknowledge the possibility that chronic pain patients idealise 
their lives before pain and inaccurately recall and report sexual functioning prior to the 
onset of pain (Payne & Norfleet, 1986). One must also consider that few studies have 
used age matched patients with no CLBP as controls making it difficult to conclude 
that sexual difficulties are a particular problem to the CLBP population.
Criticisms of prevalence research to date include: the lack of objective criteria for 
diagnosis of sexual dysfunctions; the small sample sizes; the lack of prospective studies; 
the potential inability to generalise the results to the chronic pain population (as the 
nature of such studies involves intimate and often taboo topics, there may be 
fundamental differences in terms of the samples’ characteristics); few studies 
(excluding Maruta et al., 1981) have considered the views of the partners of CLBP
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patients and; the little attention paid to the patients’ views of what they believed 
contributed to the sexual problem, (exceptions to this latter criticism are the studies by 
Sjogren & Fugl-Meyer, (1981) and Coates & Ferroni, (1991)). This latter factor has 
major implications for the rehabilitation of sexual difficulties and therefore should be 
seen as a fundamental inclusion into the assessment of sexual difficulties in pain 
patients.
2. Aims of this Study:
Given the high prevalence rates of sexual difficulties reported in the literature above 
there are two aims of the current study. The first aim is to report and discuss the 
results of a survey, which evaluated the prevalence rate of sexual difficulties in a CLBP 
population in the catchment area of Sutton Hospital.
The main hypotheses were as follows:
1. Participants will report a lower frequency of sexual intercourse post-CLBP 
compared to pre-CLBP;
2. Participants will report less satisfaction with the frequency of sexual intercourse 
post-CLBP than pre-CLBP;
3. Participants will report less enjoyment of sexual intercourse post-CLBP than pre- 
CLBP.
The second aim is to establish whether brief sexual therapy would be a useful service to 
develop at the Sutton Hospital Pain Clinic, by offering this treatment to CLBP patients 
and by conducting in-depth assessments of sexual difficulties with such patients and 
their partners (with a view to therapeutic intervention).
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3. Local Prevalence Survey:
Following several patients individually approaching Sutton Hospital’s pain management 
team at the Centre of Pain Education (COPE) to express their distress about the 
detrimental effect their CLBP had had on their sexual lives, COPE decided to assess 
the extent and nature of sexual difficulties in CLBP patients. In August 1996 a 
questionnaire (see appendix 2) was sent out to 125 people who had completed the 
COPE programme, which asked respondents to identify any sexual difficulties 
experienced after the onset of CLBP, and to rate the frequency, satisfaction with, and 
enjoyment of sexual intercourse, both before and after their pain condition. The 
questionnaire also asked if respondents wanted help and advice about their difficulties 
and, if so, what type of intervention would be useful.
There was a 35.2% response rate (N=44) with 17 males and 27 females forming the 
sample. The sample had experienced CLBP for an average of 10.7 years (ranging from 
2 to 50 years), 63.6% (n=28) were older than 45 years and 79.5% (n=35) were 
cohabiting or married. The sample’s mean rating on pain (over the previous month) on 
a visual analogue scale was 6.4 (range 1.5 to 10). 63.6% (n=28) took regular
medication with a further 11.4% (n=5) taking medication “as necessary”. Over a third 
of the sample consumed medication with possible iatrogenic effects on sexual 
functioning.
In order to gauge the impact of CLBP on their sexual lives, the respondents were asked 
to rate on Likert scales the frequency of intercourse, their satisfaction with this 
frequency, and their enjoyment of sexual activity before and after the onset of CLBP. 
This data being ordinal, was statistically analysed using the Wilcoxon matched pairs, 
signed-ranks test.
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4. Results:
4.1 Frequency of sexual intercourse:
Figure 1 shows the alteration in frequency of sexual intercourse before and after the 
onset of CLBP as reported by the sample. 14% (n=6/44) of the sample reported 
having sexual intercourse more than three times a week prior to the onset of CLBP, yet 
the proportion of respondents endorsing this category following CLBP reduced to 
2.3% (n=l/44). Before CLBP, a large proportion of respondents (41.9%, n=18/43) 
had sexual intercourse between one and three times a week; after CLBP, the 
proportion who had intercourse this frequently dropped by 32.6% to 9.3% (n=4/43). 
Whereas 34.9% (n=15/43) of the sample reported having sexual intercourse no more 
than “two to three times a month” before CLBP, this category increased to 58.2% 
(n=25/43) after onset of CLBP; with the biggest increases in the “once a month” 
category (from n=3 or 7% to n=7 or 16.3%) and the “less than once a month” category 
(from n=l or 2.3% to n=7 or 16.3%). Prior to CLBP, only 9.3% (n=4/43) of the 
sample were not engaging in sexual intercourse; yet after onset of CLBP, 30.2% 
(n=13/43) were not having sexual intercourse, indicating an increase in the numbers of 
people not having sexual intercourse after the onset of CLBP by one fifth of the 
sample.
Figure 1
Frequency of sexual intercourse pre- and post-CLBP
2-3 tim nam onth 1-3 tkm s awMk >3 tbnM a  weak
Key: Pre-CLBP | | Post-CLBP □
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Statistical analysis of this data, using the Wilcoxon test found that, out of the .43 
respondents, 33 reported that the frequency of sexual intercourse was higher before the 
onset of CLBP, (Z = -4.59, P < 0.001), compared to after onset of CLBP.
4.2 Satisfaction with frequency of sexual intercourse:
Figure 2 shows the samples’ satisfaction with frequency of intercourse before and after 
the onset of CLBP. Prior to the pain condition, 61% (n=25/41) of the sample reported 
that they were “very” satisfied with their frequency of coitus; a further 31.7% 
(n=13/41) were “fairly” satisfied and only 7.3% (n=3/41) were “not at all” satisfied 
with the frequency of coitus. After CLBP onset, only 7.5% (n=3/40) were “very” 
satisfied; 40% (n= 16/40) were “fairly” satisfied and; 52.5% (n=21) were “not at all” 
satisfied. Such changes in people’s views suggest that satisfaction with the frequency 
of sexual intercourse had dramatically reduced since onset of CLBP.
Figure 2
Satisfaction with frequency of sexual intercourse.
Very satisfied Fairly satisfied Not a t all satisfied
Key: Pre-CLBP □ Post-CLBP
The Wilcoxon test was applied to this data set and found that out of the 38 
respondents, 28 were less satisfied with the frequency of sexual intercourse post-CLBP 
compared to their satisfaction with sexual intercourse pre-CLBP. (Z = -4.66, P< 
0.001).
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4.3 Eniovment of sexual activity:
Figure 3 illustrates the samples’ ratings of enjoyment of sexual activity before and after 
the CLBP onset. Prior to the disability 67.5% (n=27/40) found their sexual activities 
‘Very enjoyable”; a further 25% (n=10/40) reported their sexual activities as “quite 
enjoyable”; 5% (n=2/40) “not very enjoyable” and only 1 respondent (2.5%) 
considered their pre-pain sexual activities as “not at all enjoyable”. Following the onset 
of CLBP only 5% (n=2/40) rated coitus as ‘Very enjoyable” ; 37.5% (n=15/40) and 
32.5% (n=13/40) rated their sexual activities as “quite enjoyable” and “not very 
enjoyable” respectively and; 25% (n=10/40) rated coitus as “not at all enjoyable”.
Figure 3
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The application of the Wilcoxon test to this data set revealed that out of the 38 
respondents, 29 considered their enjoyment of sexual intercourse to be greater before 
the onset of CLBP, (Z= - 4.79, P <0.001).
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4.4 Specific sexual dysfunctions
Respondents were also asked to endorse the questionnaire if they had specific sexual 
difficulties before and after the onset of CLBP. The returned data constituted nominal 
data and therefore the Sign test was used to analyse the data.
4.4.1 Sexual Libido:
In terms of particular sexual difficulties the results indicated that after the onset of back 
pain, both males and females experienced reductions in their sexual libido; only 8.3% 
(n=2/24) of the females reported a lack of interest in sex prior to CLBP yet this figure 
rose to 60% (n= 15/25) after CLBP. This increase was found to be highly statistically 
significant when the Sign test for paired samples was applied to the data (P<0.005), 
with 12 of the 23 females responding to this question indicating that lack of interest in 
sex was a greater problem after the onset of CLBP.
None of the males of this sample reported a lack of interest in sex prior to CLBP yet 
35.3% (n=6/17) indicated a lack of interest in sex after CLBP; again the application of 
the Sign test confirmed that there was a statistically significant difference in the number 
of males who reported a lack of interest prior to and after the onset of CLBP. Of the 
17 respondents, 6 indicated that a lack of interest in sex became a problem following 
CLBP, (P<0.031).
34.8% (n=8/23) of the female respondents considered their male partners to have a 
lack of interest in sex. 26.7% (n=4/15) of the male respondents considered their female 
partners to have a lack of interest in sex. These figures only reflect CLBP patients’ 
perceptions of their partners’ sexuality as opposed to the partners’ own opinions.
4.4.2 Sexual Arousal:
The results suggested that after CLBP, females experienced more difficulty becoming 
sexually aroused; only one respondent (4.5%) suffered arousal difficulties prior to the 
pain, yet 36% (n=9/25) experienced arousal difficulties after CLBP. This increase was 
found to be statistically significant when the data was analysed using the Sign test, 
(P<0.007), which showed that 8 of the 23 respondents experienced more difficulties
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becoming sexually aroused after the onset of CLBP. 12% (n=3/25) of these female 
respondents indicated that their male partners also had concurrent arousal difficulties.
No males reported difficulties obtaining or maintaining an erection before CLBP 
however 52.9% (9/17) had such problems following pain onset. The application of the 
Sign test indicated that 9 of the 17 respondents experienced erectile difficulties post- 
CLBP, (P<0.005). 31.3% (n=5/16) of the male respondents considered their female 
partners to have simultaneous difficulties in becoming sexually aroused.
4.4.3 Orgasmic Experiences:
8.3% (n=2/24) and 20% (n=5/25) of the females had difficulties reaching orgasm 
before and after CLBP respectively. 11.8% (n=2/17) and 29.4% (n=5/17) of the males 
reported retarded ejaculation before and after CLBP respectively. Premature 
ejaculation was experienced by 29.4% (n=5/17) and 17.6% (n=3/17) of males before 
and after pain onset respectively. However, when the Sign test was applied to these 
data sets it was found that neither sex had statistically significant changes in their 
orgasmic experiences following onset of CLBP.
Regarding patients’ perceptions of partners’ difficulties in this area; 9.1% (n=2/22) of 
the females, considered their male partners to suffer fi-om premature ejaculation and 
4.5% (n=l/22) considered their partners to suffer fi-om retarded ejaculation. 37.5% 
(n=6/16) of the male respondents reported a commensurate difficulty in their female 
partner reaching orgasm. The data concerning partners’ sexual difficulties was not 
confirmed by the partners themselves, neither did the survey ask respondents to 
discriminate pre-morbid difficulties fi-om partners’ difficulties which had developed 
following the onset of pain.
4.5 General Comments
87.5% (n=35/40) of the sample reported that their CLBP had affected their sex life. 
Reasons given included experiencing pain during or after sex, reduced interest in sex, 
their fear of causing pain and their partner's fear of causing pain. 60% (n=24/40) 
reported that the back pain had affected their relationships in general, with 43.6%
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(17/39) noting that the pain's impact on sexual expression had impacted their 
relationship in general.
4.6 Help and Advice
Only 10 of the 44 respondents (23.8%) had ever received any advice about how to deal 
with sexual problems following their back pain, with only about half considering this 
advice as usefiil. 70.3% (n=26/37) indicated they would like advice regarding their 
sexual problems as a result of CLBP. 56% (n=14/25) of these respondents agreed this 
help and advice would be usefiil in book or leaflet form; 44% (n=l 1/25) indicated this 
help would be useful if it came from a counsellor or psychologist; 40% (n=10/25) 
would be happy to receive this advice in a TV/video format; 12% (n=3/25) indicated 
that this advice would be usefiil from their GP and 12% (n=3/25) considered a support 
group to be a useful method of receiving advice.
Respondents indicated that they would like the following areas to be covered in the 
advice they received (rank ordered);
1. Physical methods of achieving comfortable sex.
2. Coping with and reducing pain during and after sex.
3. How sexual relationships are affected by physical problems.
4. Understanding what goes wrong physically.
5.5. Understanding what goes wrong emotionally.
5.5 Understanding what needs to change and how to seek further help
if needed.
7. How sexual relationships are affected by emotional problems.
8. How to relax and create the right mood.
9. How to communicate about sex.
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5. Discussion
It is of note that there was a low response rate (35.2%) to the COPE survey. This fact 
may have implications for the interpretation of the results as the data may reflect the 
experiences of a selective sub-group of CLBP patients. This acknowledged, the results 
of COPE’S survey imply that there is a high prevalence rate of self reported sexual 
difficulties among the CLBP sample as 87.5% reported that CLBP had had an impact 
on their sexual lives, with 66% of the females and 88.23% of the males reporting at 
least sexual dysfunction.
The frequency of sexual intercourse, satisfaction with frequency of coitus, and the 
enjoyability of sexual activities were all significantly lower after CLBP developed. 
Particular sexual problems, experienced after pain onset, identified in this group were; 
reduced sexual interest in both males and females; arousal problems for females and 
erectile difficulties in males. Participants’ attributions for the negative impact the 
CLBP had on their sexual lives included actual pain during or after intercourse, and a 
fear of causing pain held by both the pain patients and their partners (as was found in 
Sjogren & Fugl-Meyer’s study). A fiirther explanation was “reduced interest” which 
does not seem surprising given the above attributions.
As Sjogren & Fugl-Meyer (1981) highlighted the experience of and fear of pain during 
sexual intercourse can trigger off a vicious circle. The fear of pain naturally 
encourages people to withdraw from seeking intercourse (Infente, 1981) and, even 
when they do engage, the expectation of pain is distracting (Geer & Fuhr, 1976) and 
anxiety provoking. Such a combination can contribute to the development of specific 
sexual dysfunction (Friedmann, 1977) and once “failure” has been experienced, the 
pressure to “get it right next time” exists and, with accompanying tension creates a self 
fi.Ifilling prophecy (Jordon & Keefe, 1988) and leads to a vicious circle of sexual
dysfunction.
As indicated above, there was a low response rate to the survey, which may bias the 
results obtained. It is feasible that only those CLBP patients with the largest 
discrepancy regarding quality and quantity of sexual activities since CLBP actually
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returned the survey. It is therefore possible that these results describe the experiences 
of a selective subgroup of CLBP patients.
This prevalence study can also be criticised in that it relies on subjective “diagnosis” of 
sexual dysfunctions. The conclusions of prevalence studies have more weight if self 
report is confirmed by objective criteria. The survey is also of a retrospective format 
with its inherent recall biases. It is possible that pain patients experience a ‘halo effect’ 
when reviewing aspects of their lives before pain, thus artificially inflating how positive 
it was and simultaneously biasing their views of the current situation.
Further limitations of this prevalence study are that it did not request information fi-om 
the partners’ perspective, thereby omitting important information. As sexual activities 
are taking place within couple it would be prudent in future prevalence research to 
include the views of partners’ regarding changes in quantity and quality of sexual 
activities since the onset of CLBP and the existence of specific sexual dysfunctions.
It is of note that none of the males, in the sample reported here, endorsed having 
difficulties in terms of interest in sex or sexual arousal prior to the onset of CLBP. 
This seems quite remarkable given Hawton’s (1985) conclusions that 40% of males 
fi-om the general population experience sexual difficulties at some point in their lives. 
The same findings however were also noted by Maruta & Osbourne, (1978), Maruta et 
al., (1981) and Sjogren & Fugl-Meyer, (1981). There is the possibility that the 
development of CLBP becomes a ‘legitimate’ reason for the existence of sexual 
difficulties thus making it easier for them to be acknowledged.
One further criticism of this prevalence study is that a control group of people without 
CLBP was omitted. The prevalence of sexual difficulties, fi-equency, satisfaction with 
fi-equency and enjoyability of sexual intercourse amongst the general population would 
have been an important comparison as the potential discrepancy between ‘normal’ and 
CLBP patients would have given more weight to the conclusions of the survey.
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The results of COPE’s survey seem to parallel Labbe’s (1988) conclusion regarding 
previous prevalence studies, that over 60% of males and females experience sexual 
dysfunctions following CLBP and 87.5% of the sample feel that their pain has impacted 
on their sexual lives. Given such figures, the question of a need for a clinical service to 
address these issues was raised. To evaluate the “need” in more detail CLBP patients 
were asked to volunteer for sexual therapy with two considerations in mind: firstly 
could brief sexual therapy be successfully applied to this population and secondly 
(which is reported here), do CLBP patients identify themselves as in need of a 
specialist sexual therapy service within the pain management system?
6. Method:
6.1 Recruiting Procedure:
A letter (see appendix 3), inviting people to take part in a research project evaluating 
brief sexual therapy for sexual problems following CLBP, was sent to 97 of the 125 
people sent the original questionnaire as discussed above. The 28 people who were not 
sent an invitation were those who were known by the COPE team to have moved fi-om 
the area or had ended their marriages subsequent to the original questionnaire being 
sent out. It was not possible to just send an invitation to the 44 respondents of the 
COPE survey as the survey was anonymous and identification numbers had not been 
used. The invitation was accompanied with a patient information sheet (see appendix 4) 
describing what would occur in the research project.
4 couples and 2 people without current partners replied to the invitation, indicating an 
interest in taking part in the brief sexual therapy research project. Therefore, the
response rate was 6% of all those sent an invitation, representing 13% of respondents
to the original COPE survey. A further mail shot was then carried out (see appendix 5 
for variation of invitation letter) to 39 CLBP patients who had completed the COPE 
programme since the survey had been conducted, with the aim of increasing potential 
sample size. However, no-one fi-om this second mail shot volunteered to take part.
157
Small Scale Research Project/Research on Placement -  Year 11
As the inclusion criteria stated that, those interested in taking part in the research must 
have been in a relationship of at least 12 months duration, only the four couples (from 
the first mail shot) were invited for in-depth assessment of their sexual difficulties (4% 
of the total potential population representing 9% of the survey “completers”). This 
sample included two men who were the index cases (CLBP sufferers) and two women 
who were the index cases.
The 4 couples were initially screened over the telephone (see appendix 6 for format of 
this screen). Demographic information was obtained during this screening process and 
basic exclusion criteria were ruled out. The exclusion criteria included a history of 
alcohol abuse, dementia, psychotic illness or a major co-existing medical illness. 
Participants were also required to have English as a first language, to have been 
married or cohabiting for at least 12 months and both partners were willing to attend 
for treatment. Details of current medication usage and estimates of the onset of the 
back pain and the sexual difficulties were also obtained to ensure that the sexual 
difficulties were secondary to the back pain.
These 4 couples were then invited to attend an assessment appointment. The initial 
stage involved the completion of a consent form (see appendix 7) and a battery of 
questionnaires discussed below. The results of the questionnaires were also to be used 
as baseline scores in the evaluation of the treatment intervention that subsequently took 
place. Further assessment consisted of individual, semi-structured interviews with each 
partner and then a joint interview.
6.2 Assessment Battery:
The participants were requested to complete the following battery of questionnaires 
(copies of each inventory can be found in the appendix (8-12), along with fuller 
descriptions of their use in appendix 13) to establish an objective assessment of their 
current functioning in a range of areas:
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Sexual satisfaction:
The existence and severity of sexual problems was assessed by the Golombok Rust 
Inventory of Sexual Satisfaction, (GRISS), (Rust & Golombok, 1986a).
Marital satisfaction:
The Golombok Rust Inventory of Marital State, (GRIMS), (Rust, Bennon, Crowe & 
Golombok, 1988a) was used to provide an objective assessment of the quality of the 
relationship of couples who are married or live together.
Psychological status:
The Brief Symptom Inventory, (BSI, Derogatis, 1993) is a brief psychological self 
report symptom scale and was used to assess general psychological status.
Level o f  disability:
The Functional Limitations Profile, (Patrick & Peach, 1989) assesses changes in 
function due to ill health and covers 12 categories of activity. The aim of using the 
FLP in this study was to gain an estimate of the disabling effect of the back pain.
Subjective importance o f sexual difficulties:
The Patient Generated Index, (Ruta, Garratt, Leng, Russell & MacDonald, 1994) is a 
subjective quality of life technique and it's inclusion in this study was to compare the 
importance participants placed on the back pain's impact on their sexual life to its' 
impact on other areas.
6.3 Assessment interview:
An assessment of the impact of the chronic pain on sexuality and intimacy was carried 
out through a series of semi-structured interviews (see appendix 14 for format and a 
fuller description of what they covered). The structure of these interviews was based 
on the models of sexual dysfunctions and subsequent assessment procedures produced 
by Hawton, (1985) and Schover & Jensen, (1988). Each partner had an individual
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interview and then took part in a couple interview which was audio taped, (consent 
forms for this can be found in appendix 15).
7. Results:
3 of the 4 couples who indicated an interest in the research project attended the initial 
part of the assessment process and completed the assessment battery. Two of these 
couples, however, dropped out of the study without attending the individual or joint 
interviews, (Mr & Mrs B opted out due to: a) the recent bereavement of their 
grandchild and; b) Mr B believing he would not be able to contribute anything to 
solving “his wife’s sexual problems”. Mr & Mrs C dropped out as Mr C experienced 
an acute flare up of back pain and felt unable to concentrate on the assessment or 
subsequent intervention). This left only one couple (Mr & Mrs A) who completed the 
whole assessment procedure, the results of which are reported below.
7.1 Results of Assessment Batterv. Mr & Mrs A:
Table 1: Scores obtained bv Mr and Mrs A on the assessment batterv:
Mr A Mrs A 
Index case
Functional
Limitations Overall Score 0% 47.7%
Profile (FLP)
Brief Symptom Global Severity T = 34 T = 64
Inventory (BSI) Index (GSI)
Patient Generated No life areas Sleep 4
Index (PGI) reported as Housework 3
* (see below) deteriorated. Sex 2
Going out 2
Walking 1
GRIMS Raw Score 12 39
Transformed Score 01 07
GRISS Raw Score 17 33
Transformed Score 03 04
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* Areas identified as affected by back pain and the relative importance of an improvement in these 
areas as reflected by score awarded out of 12. (Partners of index cases were asked to evaluate how their 
spouses’ back pain had impacted on their lives).
Figure 4.
GRISS Profile for Mr and Mrs A.
When interpreting the above profile, a score of 5 or above in any dimension indicates 
that that dimension is a problem area (i.e. if the black line meets or goes beyond the 
dotted cut offline). Rust & Golombok (1986b) suggest that a “normal” relationship 
yielding at least one score of five is to be expected. The scores on the non­
communication and infi-equency dimensions are derived fi*om the couple’s mean score. 
Where there appears to be a large discrepancy between the couple’s scores, errors bars 
have been added to highlight the discrepancy.
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12  Discussion of Mr & Mrs A's scores on the Assessment Batterv:
Mr A (60 years old) and Mrs A (51 years old) have been married for 12 years. Mrs A 
experienced back pain 6 years ago and has not returned to her previous full time job in 
cleaning.
Mr A reported good health and his FLP scores indicated that his life is in no way 
disrupted by health problems. His PGI responses also indicated that he considered that 
his wife's back pain made no detrimental impact on any areas of his life. Mrs A's FLP 
scores (47%) however indicate that approximately half of the physical and psychosocial 
activities of life were marred by her back pain. Mrs A's responses to the PGI suggested 
that improving her sleep and her ability to do household tasks was of more value to her 
than improving her sexual life. In terms of psychological status, Mr A appeared to 
have experienced virtually no psychological symptoms in the week prior to completing 
the BSI. Indeed his Positive Symptom Distress Index score of T = 34 implied that he 
had a tendency to minimise problems as this score is nearly 2 standard deviations below 
the non-patient mean. Mrs A's Global Severity Index score on the BSI of T = 64 
suggests that she would be considered a “positive case”; it was of note that the highest 
distress score was found on the Somatization dimension, which is not particularly 
surprising considering she had experienced back pain for 7 years.
There seems to be a large discrepancy in each partner's perception of the status of their 
relationship given that Mr A saw the marriage as better than "very good" and Mrs A 
GRIMS scores suggested that she saw the relationship as "bad". However, it seems 
important to consider the above point, that Mr A appears to minimise problems and 
therefore his favourable impression of the marriage may reflect this tendency. With 
respect to the responses to the GRISS, the main problem appears to be the 
‘Infrequency’ of sexual activity and this is an area that both partners agree on as 
problematic. The ‘Female Avoidance’ score was also at the cut off point, therefore 
indicating a problem in this sexual domain, yet it could be hypothesised that this 
avoidance of sexual activity was an avoidance of experiencing pain. Mrs A also 
reported problems with communication about sexuality with her husband which can be
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seen by the higher score marked on the profile along the domain of ‘non­
communication’.
7.3. Psychological Formulation of Mr & Mrs A’s Sexual Difficulties:
This formulation has been made fi-om the information gained fi-om both individual 
interviews and the joint interview and uses Hawton’s model of sexual dysfiinction as a 
fi-amework.
Nature of the Sexual Problem:
Mr & Mrs A’s presenting problem was defined as infrequency of sexual intercourse, 
with premature ejaculation being a secondary issue related and feeding back into the 
primary problem. Mr A also reported a belief in his wife’s dissatisfaction with sexual 
intercourse due to the premature ejaculation. This issue, however, had not been openly 
discussed prior to the joint interview. The frequency of sexual contact had been nil 
immediately following Mrs A’s back injury then gradually improved but did not reach 
pre-morbid levels. However, over the previous 2 years to this assessment, the 
frequency of sexual intercourse had gradually deteriorated to almost nil within the last 
six months. This situation was reported to have been “very different” from their sexual 
relationship prior to Mrs A’s back injury.
Predisposing Factors:
Mr A had developed a role as carer very early on in his life, looking after his two sisters 
due to his mother “always being ill”. It was not until he joined the Armed Forces aged 
18 that Mr A gained any real knowledge about sex. He described his father as a “very 
strict and private man” and sex was considered a taboo subject in the family home. Mr 
A’s first marriage ended following his wife’s loss of sexual interest (subsequent to him 
undergoing a vasectomy) and her simultaneous extra-marital affairs. His two 
subsequent relationships were with women with varying psychological difficulties 
(perhaps reaffirming his identity as “carer”).
Mrs A's early background consisted of a mother who did not mention sex or prepare 
her daughter for puberty. Her stepfather was considered more “broad-minded” and
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provided her with knowledge about reproduction and discussed other biological 
aspects of sexuality, such as sexually transmitted diseases and the existence of 
prostitutes. There seems to have been a lack of acknowledgement of the emotional 
aspects of sexuality in the transmission of sexual knowledge. Mrs A's first marriage 
(which was described as “abusive” by Mr A) came to an end when Mrs A could no 
longer cope with her husband's demand for sex 2 to 3 times a night regardless of her 
needs.
Precipitating Factors:
Mrs A defined their sexual problems purely in terms of her back, “..my sexual problem 
is my back..”. Her chronic pain had led to an increased dependency on others in most 
areas of her life, and she said she felt both guilty and frustrated by her loss of 
independence. These feelings, when expressed, were however dismissed by her 
husband as “being silly” who as indicated above, minimises problems. The loss of her 
usual roles and abilities appears to have resulted in low self esteem. This was 
illustrated by Mrs A’s suggestion that her husband should find sexual fulfilment outside 
of the marriage, as she felt so guilty about not being able to maintain their pre-morbid 
sexual activity. Such comments further highlighted Mrs A’s beliefs that due to her 
back pain she was no longer a ‘real wife’.
Mr A voiced his fear about putting pressure and/or causing pain for his wife by asking 
for sexual intercourse. These fears are based on Mrs A’s previous abusive marriage; 
with Mr A reporting that he did not want to be seen in the “same light” as her previous 
husband. These fears led Mr A to stop initiating sexual contact once Mrs A developed 
back pain.
An additional stressor in this couple’s current situation was the consistent presence of 
Mrs A’s daughter from a previous marriage who still lived at home. This left virtually 
no time or space for Mr and Mrs A to have privacy for intimate adult interactions.
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Maintaining Factors:
As mentioned above Mr A no longer initiated sexual contact and, when Mrs A did, 
there was an expectation on Mr A’s behalf that sexual intercourse would not take 
place. Through experience, once Mrs A was relaxed and comfortable in bed (with her 
special back supports) Mr A (due to his fears mentioned above) was loath to disturb 
her. He often pretended to want to watch a programme on the bedroom television as 
an avoidance tactic, knowing that his wife would quickly fall asleep. The reduced 
fi-equency of sexual activity may account for his premature ejaculation, which in itself 
perpetuates his belief that his wife does not enjoy sex.
Mrs A seemed to be caught in a dilemma of not wanting to experience or exacerbate 
her pain by having sexual intercourse but, at the same time, feeling guilty that she was 
letting her husband down by not doing so. She reported that on occasion she “forced 
herself’ to have intercourse. Such ingredients do not bode well for relaxed and 
satisfying sexual experience and may reduce her desire for sex. She also commented 
that sexual intercourse would not last very long if they did engage.
Although the above factors have led to a partial avoidance of sex, Mr & Mrs A have 
made some changes in behaviour in an attempt to ameliorate their sexual difficulties 
including the use of hot baths, heat pads and back massage prior to attempts at sexual 
activity, also Mrs A used her analgesic medication on a time contingent basis. The 
affective tone between the couple during interview seemed to deviate fi*om Mrs A’s 
views about the marriage as indicated by her GRIMS score.
8. Discussion
8.1 COPE Survev
This report has discussed the results of a prevalence survey which indicated that 
fi-equency of sexual intercourse, satisfaction with fi-equency of intercourse and 
enjoyability of sexual intercourse were all significantly lower after the development of 
CLBP. The results also suggest that 66% (n= 18/27) of the female sample experienced 
at least one sexual dysfunction after developing CLBP and 88.23% (n=15/17) of the
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male sample experienced at least one sexual dysfimction. Such results suggest a higher 
rate of prevalence amongst this sample than the approximately 60% of both sexes 
reported by Labbe (1988). Hawton (1985) summarised prevalence studies in the 
general population and found that between 35 and 60% of women and 40% of men 
reported at least one sexual dysfunction. The high prevalence found through the 
COPE survey, however, may have confounding factors, which inhibit the ease with 
which the results can be compared to those of other studies. The COPE survey results 
are derived from a low response rate (35.2%) and therefore may only be reflecting the 
highly selective experiences of a small sub-group of CLBP patients. Other confounding 
factors are that the results were based on retrospective self reports and were not 
confirmed with objective diagnostic criteria.
Although there are methodological constraints in comparing across prevalence studies 
due to the wide variation in assessment mode and diagnostic criteria, a high level of 
morbidity in terms of sexual dysfunction has also been found; in the general 
community, (Osborn, Hawton & Gath, 1988); in patients attending GP’s surgeries, 
(Rust, Golombok & Pickard, 1987) and; even amongst couples who consider 
themselves “happily married”, (Frank, Anderson & Rubenstein, 1978). Therefore the 
high prevalence rate observed amongst CLBP patients may merely reflect chronic pain 
acting as a trigger for sexual difficulties in predisposed couples and subsequent 
attributions for impaired sexual fimctioning which focus on the experience of, fear of, 
and limiting consequences of pain. Alternatively, pre-existing relationship problems 
may also be exacerbated under the stress of living with CLBP and its consequences.
8.2 Response rate to offer of theranv and the subsequent attrition of volunteers: 
Although 70.3% (n = 26/37) of the COPE survey respondents indicated a desire to 
receive help and advice about their sexual difficulties, only 9% (n = 4/37) took up an 
offer of help. Furthermore only one couple completed the assessment stage and began 
therapy after a medical screen. There are several possible explanations for the low 
“take-up” of treatment and the high attrition rate amongst those who did volunteer. It 
is well recognised in the literature that difficulties exist in helping the general 
population with sexual difficulties as levels of ambivalence and attrition are high.
166
Small Scale Research Project/Research on Placement -  Year II
(Catalan, Hawton & Day, 1990; Warner & Bancroft, 1987; Watson, 1984). 
Explanations have centred on levels of patient motivation and the quality of 
relationship in general as important factors in determining patient engagement and 
completion of treatment.
However some people may not consider their sexual dysfunctions as a problem, severe 
enough, to warrant therapeutic intervention (Hawton, 1985), indeed 33% of those who 
wanted help in the COPE survey said they would prefer this in the form of a book or 
leaflet. An offer of brief sexual therapy may therefore have seemed too extreme; 
Maruta & Osbourne (1978) suggested that some CLBP patients may feel that the 
changes in their sex lives since pain onset are not significant enough to be discussed 
when an opportunity was provided. It may have been more useful to offer a range of 
levels of intervention to meet the needs of this group, or at least to have clearly 
explained what brief sexual therapy would involved in the patient information sheet. 
This would have helped to demystify the treatment and resolve potential distorted 
fantasies about the treatment.
Jordon & Keefe (1988) acknowledged the possible reluctance on the part of patients to 
discuss such sensitive issues. This may have been more pertinent here as prospective 
volunteers were informed that the research would be written up formally, perhaps 
giving a more “exposed” feel to the treatment offered. It may have been possible that 
the ‘take up’ would have been higher if sex therapy of various levels was offered within 
the course of pain rehabilitation work. An alternative explanation for the attrition of 
couples “B” and “C” may be that the assessment process was too lengthy (the 
completion of the assessment battery took approximately 50 minutes for both these 
couples).
An alternative explanation for the discrepancy between indices of identifying a problem 
and accepting offers of help for it, is that chronic pain has multiple effects on many 
domains of life, (Aronoff, 1985) and sexuality may not necessarily be the most 
important issue when considered alongside the financial, psychological and physical 
disabilities experienced by chronic pain patients, (Roy, 1985). Such an explanation.
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which looks at the relative importance and immediacy of other concerns, seems 
particularly relevant to the two couples who completed only half of the assessment due 
to a recent bereavement and an additional flare up of pain, (see appendix 17 and 18 for 
the assessment battery results of Mr & Mrs B and Mr & Mrs C, respectively). As 
Jordon & Keefe (1988) have stated, there is a fundamental need to assess the degree to 
which CLBP patients view their sexual functioning as an important area for 
rehabilitation.
In a similar vein, Payne & Norfleet (1986) found that marital dysfunction is very likely 
to occur in the marriages of chronic pain patients. It can therefore be difficult to 
disentangle what the primary problem is. Marital status can impact on people’s 
motivation to deal with specific sexual problems in various ways: if the marriage is 
considered poor overall, people may not perceive it as being possible to improve their 
sexual functioning. This perception of a possible reconciliation has been recognised by 
Watson (1984) as an important factor in an individual’s help seeking behaviour. A 
poor marital status may also place sexual functioning as a low priority as there are 
more fiindamental problems.
Alternatively, diminished sexual functioning may be accommodated if it is within the 
context of an overall good relationship as Frank et al, (1978) concluded, the “affective 
tone” of the relationship determines how most couples perceive the quality of their 
sexual relationships. Chesney, Blakeney, Cole & Chan, (1981) highlighted that not all 
couples experiencing sexual problems seek help as there are differences in reactions to 
such problems and abilities to handle them. Good marital functioning and 
communication are seen as major buffers to marital breakdown in the face of sexual 
difficulties, (Feinauer & Steele, 1992). Stahmann & Hiebert (1988), suggested that if 
an external cause (such as CLBP) can be found for the difficulties then sexual 
difficulties are less problematic, making it possible for couples to accept the sexual 
limitations imposed on them and adapt their relationship accordingly. These factors 
were not addressed in the COPE survey, following the omission of patients’ partners’ 
views regarding their sexual activity. This omission may have created further problems 
when the invitation to attend therapy was sent out. If partners were not cognisant of
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the original survey, there could have been difiBculties for the CLBP patients bringing up 
the issue of attending for sexual therapy with their partners. It is difficult to directly 
apply these theories to the low response rate to COPE’s survey and subsequent offer of 
help, as no index of marital status was included, however they are possible 
explanations.
A further explanation of the low response is that at least 12 months had passed 
between completion of the survey and the invitation of help. During this time there 
may have been spontaneous remission, (Graham, 1960), alternative resources of help 
may have been sought, marriages could have dissolved, or degrees of sexual 
satisfaction may have changed as it is recognised as an ongoing process in a couple’s 
relationship, (Chesney et al, 1981).
8.3 Mr & Mrs A.
The assessment information obtained from Mr & Mrs A (see above) highlights how 
sexual difficulties can develop and be maintained after the onset of CLBP. It may be 
relevant that this couple reported no further social difficulties occurring at the time of 
assessment which may help to explain why they were able to focus on their sexual 
difficulties and complete the assessment: rehabilitation of their sexual functioning 
seemed a priority in their lives. This case illustrates well how CLBP can interfere with 
sexual functioning, by directing attention away from sexual sensations onto pain or 
possible pain and also that the existence of chronic pain can feed into people’s pre- 
morbid issues so that they become an essential element of the current scenario (i.e. Mr 
A’s fears of being seen as similar to his wife’s previous husband).
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9. Conclusion:
The results of COPE’s survey indicate that people who suffer CLBP also experience 
reduction of quantity and quality in their sexual lives and are highly susceptible to 
developing secondary sexual dysfunctions and difficulties. However, this population 
seems reluctant to take up an offer of therapeutic intervention for such problems, 
which possibly indicates that CLBP patients do not identify themselves as in need of 
structured sexual therapy. Several possible explanations and methodological criticisms 
of the survey, and subsequent recruitment drive to take up sexual therapy, have been 
offered for this in the discussion section of the report. Such findings suggest that it 
would probably be wasteful of resources to develop a specialised service offering 
sexual therapy for CLBP patients, unless recruiting from a very large pain clinic.
However, given the high prevalence of sexual problems, it is crucial that health 
professionals in the pain management field enquire about their patients’ sexual lives and 
offer intervention, (whether this involves therapy or the recommendation of a suitable 
book, leaflet or video) as appropriate. In addition, if CLBP are considered to be well 
motivated, they could access the normal channels of help for sexual problems.
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Dear Ms Vickers
Re: A case series o f  b rief sexual therapy with chronic low back pain patients 
Ethical C om m ittee Protocol No. 46/97
Thank you for your letter dated 17 July 1997 together with its enclosures.
The Ethics Committee was advised and noted the contents of your letter at its last meeting on 
17 September 1997. This study is now fully approved.
LREC permission is granted on the understanding that:
i) any ethical problem such as an adverse event arising in the course of the project w ill be 
reported to the committee.
ii) any change or amendment to the protocol will be reported to the committee.
iii) a brief report w ill be submitted after completion.
iv) study is commenced within the next 12 months. Should the start of the study be delayed 
beyond the period of one year, a re-application to the committee will be required.
Yours sincerely
Dr Hervey W ilcox 
Chairman
Local Research Ethics Committee
All correspondence to:
Chairman’s Office (LREC), The St Heller NHS Trust, Wrvthe Lane. Carshalton. Surrey. SM5 lAA
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Dear
Survey of Back Pain and it’s effects on Sexual Relationships
Through our work at COPE we have become aware that sexual experiences are often affected by pain. In order to be able to 
increase our understanding of this area we need to gain further information about the kind of changes and problems which 
people experience. We hope that the findings from this survey will help us to get a better understanding of these issues.
We are currently contacting all patients who have attended COPE and asking for their assistance in this survey by completing 
and returning the enclosed confidential questionnaire. The questionnaire asks for some personal details about yourself, your 
back pain and also how this may affect your sexual relationships. Please be assured that your completed questionnaire will be 
treated in the strictest confidence, and that the information you provide can not be traced back to you in any way.
We hope that you are able to spare a few minutes of your ume to participate in this valuable survey. However, if the 
questionnaire is not relevant to you we would be grateful if you could still fill in the details on the first page and return
it to us. A stamped addressed envelope is enclosed in which you should return the questionnaire. Should you have any 
questions or concerns about the project, please contact either Hilary Rankin, Clinical Psychologist, or Maria Knapp, Assistant 
Psychologist on 0181-296-4193.
Thank you very much for your assistance.
With best wishes.
Yours sincerely.
H i l a r y  R a n k i n ,  
C l i n i c a l  P s y c h o l o g i s t .
M a r i a  K n a p p ,  
A s s i s t a n t  P s y c h o l o g i s t
T h e  St. Ftelicr N H S  T r u s t  inc ludes :
H e n d e r s o n  H o s p i t a l .  X e K o n  H o s p i t a l .  Q u e e n  M a r y 's  H o s p i t a l  loi  C h i l d r e n .  S t .  H e l i e r  H o s p i t a l  a n d  S u t t o n  H o s p i t a l
■ C arinii for the Individual a
PRIVATH AND rONFIOF.NTI AI ,
SU R  V E Y O F  BA CK PA fN  A ND I T S  E F F E C TS O N  SE X U A  L R E  LA TIONSHTP.^
IN STRUCTIO NS: Please answer all the questions given below. Where a question provides a 
choice o f  answer, please place a tick in only one box, next to the answer which best describes you. 
Some o f  the questions require a more detailed written answer from you and space is provided for 
your answer.
Please return your complete questionnaire in the stamped addressed envelope provided.
Thank you very much for your assistance in this survey.
Personal Inform ation:
1. My sex is
2. My age is:
3. My marital status is:
Q  m ale
I I fem a le
□  16-30
□  31-45
□  46-60
I I over 60
s in g le  
co h a b itin g  
m arried
d iv o rced /sep a ra ted  
w id o w e d
4. I f  you consider  this quest ionnaire  is not re levant to you, p lease  an sw er  the above questions 
and p lace a tick in the box below . Please then return the qu es t ionna ire  in the stam ped  
addressed  envelope provided. T han k  you.
□ not re levan t
Continued O verleaf.
A bou t Your Rack Pain:
5. Please specify what medications you are regularly taking, including the name, dosage, and 
frequency:________________________________________________________________________
6. How long have you suffered from back pain?
7. Over the last month, how  has your back pain been for you, on average? (Please make a 
mark on the scale below  which best describes you r pain)
No Severe
Pain Pain
F or questions 8 - 14, p lease  p lace a tick in the one box which best describes y o u r  experiences. 
Over the last month, how  has your back pain affected your ability t o ____
a) Sit □ Able for more than one hour
□  ' A ble for up to one hour
□ Able for up to 30 minutes
□ Limited to 10 minutes, or less
b) Stand □ Able for more than one hour
□ Able for up to one hour
□ Able for up to 30 minutes
□  ■ - Limited to 10 minutes, or less
A bou t vour sexu a l relationships and back pain:
9. On average, how often did you have sexual intercourse, before yo u  developed  back pain?
Continued O verlea f ...............
IR 9
□ More than three times a week□ One - three times a week□ Two - three times a month□ About once a month□ Less than once a month□ Not at all
10. How satisfied were you with the frequency o f  sexual intercourse, before y o u  developed back  
pain ?
i I very satisfied
I I fairly satisfied
I I not at all sa tisfied
11. On average, how often do you have sexual intercourse, since you  developed  back pain?
I I More than three times a week
I I One - three times a w eek
I I Two - three times a month
I I About once a month
I I Less than once a month
I I Not at all
12. How would you describe your satisfaction with the frequency o f sexual intercourse, since  
you  developed back p a in ?
I I very  satisfied
I I fairly satisfied
I I not at all sa tisfied
13. How enjoyable were your sexual activities, before you  developed back p a in ?
I I very  enjoyable
I I qu ite en joyab le
I I not very  en joyab le
I I •' not at all en joyab le
14. How enjoyable are your sexual activities, sin ce  yo u  developed back p a in ?
I I very  enjoyable
I I qu ite enjoyable
I I not very en joyab le
I I not at all en joyab le
15. Did you suffer from any o f  the problems stated below, before you  developed  back p a in l  
(Please tick all those which apply)
Wo men
I I difficulty reaching orgasm  
I I difficulty becom ing aroused 
I I lack o f  interest in sex
Men
I I diiiicL ilty g e ttin g  or k eep in g  
an erectio n  
I I e ja cu la tin g  to o  q u ick ly
I I d iff icu lty  e ja cu la tin g
I I lack o f  in terest in se x
f&o
16. Do you currently suffer from any o f  the problems stated below , sin ce y o u  developed hack 
/;«/«? (Please tick all those which apply)
W omen
I I difficulty reaching orgasm 
I I difficulty becoming aroused 
I I lack o f  interest in sex
Men
I I difficulty getting or keeping
an erection 
I I ejaculating too quickly
I I difficulty ejaculating
I I lack o f  interest in sex
17. Does your partner experience any o f  the below? (Please tick all those which apply) 
W om en Men
I I difficulty reaching orgasm
I I difficulty becoming aroused
I I lack o f  interest in sex Q  difficulty ejaculating
I I lack o f  interest in sex
I I difficulty getting or keeping 
an erection 
I I ejaculating too quickly
18. Do you think that your back pain has affected your sex life? 
If so, how? ______________________________
Yes /  N o
19. Do you think that your back pain has affected your relationship with your partner? Yes / No  
If so, how?
Continued O verleaf.
ISl
20. If you experience difficulties in your sex life, as a result o f  your'back pain, do you think that 
this has affected your relationship with your partner? Yes / No
If so, how? ___________________________
21. Do you find relaxing a problem? Yes /  N o
H elp & Advice:
22. Do you talk about your sexual needs with your partner? Yes / N o
If not, why n o t? _________________________________
23. Have you ever been offered  any advice or help regarding sexual problems as a result o f  back 
pain? Y e s /N o
If so, who from? Q  partner
{please tick  a ll those [ ]  family
which apply) Q  " friends
□  G.P.
[ ~ |  co u n se llo r  /  p s y c h o lo g is t
I I other {please sp e c ify )___________________
Did you ask  for this advice, or was it offered  automatically?
I I asked for
I I offered
What sort o f  advice was it?
Did you find it useful? Y e s /N o
In what way? ______________________________  _______
Continued O verlea f ...............
24. If you have not received any advice/help with sexual problems regarding your back pain,
would some ad\ ;:e be useful? Yes /  No
If so, in what foxn? □□□H□
book / leaflet 
video /  T.V.
G.P.
counsellor/ psychologist
support group
other {please specify)___
25. Wliat areas wou.a you like to see such advice covering? {P leaseplace a tick in a ll the 
boxes next to the areas which yo u  consider w ould be useful to include, and a cross in 
the boxes next to the areas which you  consider would not be useful to include).
how sexual relationships are affected by physical problems
how sexual relationships are affected by emotional problems
understanding what goes wrong physically
understanding what goes wrong emotionally
how  to communicate about sex
coping with and reducing pain during, and after sex
physical methods o f  achieving comfortable sex
how  to relax and create the right mood
understanding what needs to change and how to seek further help i f  needed 
other {please specify)  __________________________________________________
26. What ways have you found o f  overcom ing problems caused by back pain in a sexual 
relationship which may be o f  use to other couples? _______________________________
27. Please write any additional com m ents you wish to make in the space below:
THANK YOU FOR YOUR CO-OPERATION
Please return th is quesiinnnairc in the s ta m p ed  addressed  envelope prnvided
1S3
A p p Ê t/v c u ^  s
Psychology Department 
Brecon House 
Telephone 0181 296 4193
Dear
• Do you have chronic low back pain?
• Has this pain caused difficulties in your relationship?
• Would you like some help and advice how to cope with these difficulties?
Recently COPE sent all of their previous clients a questionnaire regarding the effects
of back pain on people’s sexual relationships. This data has now been analysed. It
became apparent that a large proportion of people who responded would like some 
help with this area of their lives.
A research study has been set up at Sutton Hospital to evaluate the benefits brief 
sexual therapy can bring to patients with chronic back pain and we are now seeking 
volunteers to take part in this programme.
W hat it w ill involve:
• Filling in several questionnaires
• Attending an assessment interview
• Artending approximately six therapy sessions
• At the end filling in the same questionnaires as before to monitor changes.
A more detailed information sheet about this project is enclosed. If you have further 
queries there will be the opportumty to ask questions during your first appointment.
To take part clients need to be married or to have lived with a partner for at least 12 
months; both partners need to involved in the therapy; one of the partners must have 
experienced chronic low back pain and completed the COPE pain mangement 
programme; and this pain has caused problems in your sexual relationship.
All assessment and therapy will be carried out by a Clinical Psychologist in Training 
(from the University of Surrey) and supervised by a Chaitered Clinical Psychologist 
(Dr. M. Sowden). Patient s notes will be kept confidential. As this work is also a 
research project the results will be formally written up for the University of Surrey yet 
all identifying characteristics will be removed from the final report.
If you have not replied to this letter by 8th September 1997, it shall be assumed that 
you do not want to participate
If you are interested in taking part, please complete the form below and return to:
Rachel Vickers, Psychology Department, Brecon House, Sutton Hospital, Cotswold 
Road, Sutton. You will initially be contacted by telephone and asked some simple 
questions to find out if this treatment is suitable for you.
Name •
Address
Telephone Number
I agree to be contacted on the above telephone number to discuss the suitability of this 
treatment for myself and my partner,
signed______________________________ (ex-COPE client)
signed______________________________ (partner)
I S 9
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Patient Information Sheet
A Case Series o f  Brief Sexual Therapy with Chronic Low Back Pain Patients
Many patients with chronic low back pain iiavc reported dissatisfaction with their sexual lives since their pain 
began, sometimes this also efTccts their relationships in general having people to feel unhappy. To date little 
research has been done to investigate how such people can be helped. This research project is investigating if 
brief sexual therapy can help people to feel better about their sexual relationships and their marital 
relationships in general. Such information will help other researchers and clinicians to carry out work with 
chronic low back pain patients who are having sexual difficulties.
If you decide to take part in this research project you will be asked to sign a consent form. An assessment will 
then take place. This assessment will involve you completing several questionnaires about your marital 
relationship, your satisfaction with your sex life, how you are feeling generally and how the chronic back pain 
has changed your life. You will be also asked how chronic pain has made a dilTcrence to your life and to set 
some goals you would like to achieve through tlierapy.
Throughout therapy you and your partner w ill be asked to keep a “diary” about the things you identified as 
wanting to change and chronic pain patients will be asked to keep a note of their pain intensity on a weekly 
basis. You will also be assessed by interview which will ask questions about the impact of pain on your sexual 
relationship and your relationship in general, part of this interview tvill be done as a couple and there will also 
be an opportunity for each person to be interviewed individually. It is anticipated that this assessment process 
will take a maximum of 2 14 hours. All this information is useful when working out how you can be helped to 
cope with your difficulties.
You and your partner will then be seen on a weekly basis for approximately six weeks for sexual therapy which
w ll help you with the problems you menüoncd during assessment. Each session will last appro.ximately one
hour. After the agreed number of therapy sessions has finished you will be asked to fill in the same
questionnaires again and also asked wliich parts of the Üierapy you found useful and those you did not find
useful. You will also be asked how you would have liked the therapy to have been different. If at the end of
the agreed sessions you arc süll experiencing problems the ps)chologist will discuss with you wliat options are 
available.
i s c
It is acknowledged that some people feel embarrassed or have other difilcultics discussing such a private aspect 
of their lives and your therapist will be sensitive to this. To increase your privac>' this therapy will take place 
in a different building from the one where you attended for the pain management treatment
As this work is incorporated into a research project the results need to be mitten up formally for the University 
of Surrey, however all names and identifying characteristics will be deleted to protect your confidentiality. 
Requests can be made for a copy of the final report This treatment is in addition to the treatment chronic low 
back pain patients who attend the COPE pain management programme receive.
By signing the consent form you are giving permission for you GP.to be informed that you are taking part in 
this research project. He/she m il be written to after your assessment and again once therapy has been 
completed. However it is recommended that all clients volunteering for this intcrvenüon take the opportunity 
to have a medical screening by their GP to rule out any medical reasons for the sexual difficulties.
After reading this information sheet you will be given the opportunity to ask questions to the Psychologist and
if you decide at this stage that you would rather not take part, you are free to withdraw without giving a reason
and your future medical care will not be effected. If you decide to continue your involvement it would be
appreciated if you would consider your availability to attend treatment sessions before signing the consent 
form.
Signed by the person in charge of the project:  QrfO.!X,L(SC^....
Date:  2 0 . ' . .C 9 : . : S .  •
The District Medical Ethical Committee has approved the above statement.
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Psychology Department 
Brecon House 
Telephone 0181 296 4193
Dear
• Do you have chronic low back pain?
• Has this pain caused difficulties in your relationship?
• Would you like some help and advice how to cope with these difficulties?
A survey has been carried out recently with ex-COPE patients who attended the 
progiamme between 1994 and 1996 asking how their chronic low back pain had 
effected their sexual relationships. The results of this survey showed that a large 
proportion of people who responded felt that their sexual relationships had 
deteriorated since their pain started and that they would like some help with this area 
of their lives.
Therefore a research study has been set up at Sutton Hospital to evaluate the benefits 
bnef sexual therapy can bring to patients with chronic back pain and we are now 
seeking volunteers to take part in this programme.
W hat it w ill involve:
• Filling in several questionnaires
• Attending an assessment interview
• Attending approximately six therapy sessions (therapy will be done individually 
With each couple and not in groups).
• At the end filling in the same questionnaires as before to monitor changes.
A more detailed information sheet about this project is enclosed. If you have further 
queries there will be the oppoitunit}/ to ask questions during your first appointment.
To take part clients need to be married or to have lived with a partner for at least 12 
months; both partners need to involved in the therapy; one of the partners must have 
experienced chronic low back pain and completed the COPE pain management 
programme; and this pain has caused problems in your sexual relationship.
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All assessment and therapy will be carried out by a Clinical Psychologist in Training 
(from the University of Surrey) and supervised by a Chartered Clinical Psychologist 
(Dr. M. Sowden). Patient’s notes will be kept confidential. As this work is also a 
research project the results will be formally written up for the University of Suuey yet 
all identifying characteristics will be removed from the final report.
At the moment there are only a few places left available. Yet if the number of 
volunteers exceeds the number actually required by the research project, the 
remaining volunteers will still have the opportunity of working with a Psychologist 
on their difficulties.
If you have not replied to this letter by 13th October 1997, it shall be assumed that you 
do not want to participate
If you are interested in taking part, please complete the form below and return to:
Rachel Vickers, Psychology Department, Brecon House, Sutton Hospital, Cotswold 
Road, Sutton. You will initially be contacted by telephone and asked some simple 
questions to find out if this treatment is suitable for vou.
Name
Address
Telephone Number
I agree to be contacted on the above telephone number to discuss the suitability' of this 
treatment for myself and my partner,
S'Sncd___________________ _^___________ (ex-COPE client)
___________________________   (partner)
RkppQvyoLÀ'K G
CLBP RESEA RCH  - T ELEPH O N E SCREENING CHECKLIST
Introductions
Explanation of rationale for screening:
(especially physical versus psychological aetiologies for sexual diffs)
When involved with COPE? 
Onset of CLBP?
Coincides with sexual difficulties?
Major physical illness: 
Ex-COPE pt: Partner:
Current Medication: 
Ex-COPE pt: Partner:
English first language?
Both able to attend?
Able to attend during office hours?
Suitable? YES/NO (If no advise return to GP for referral/Relate contact no. 
Appointment offered:
Informed what to expect:
Questionnaires (seperately)
Individual interviews then ioint interview_____
Additional points:
A p p ^ i/\o U x r H
ST. HELIER N H S T R U S T  
CONSENT FORM
I Title of Project;
A Case Series of Brief Sexual Therapy with Chronic Low Back Pain Patients.
(Each patient and their partner should separately 
complete the whole of this sheet himself/herself)
Have you read the Patient Information Sheet?
Have you had an opportunity to ask questions 
I and discuss the study?
Have you received satisfactory answers to all 
of your questions?
Have you received enough information about 
I the study?
Please cross out 
as appropriate:
I Who have you spoken to? Dr/Mr/Ms
Do you understand you are free to withdraw from the study: 
t • at anytime throughout the intervention
• without having to give a reason for withdrawing
• and without affecting your future medical care?
Do you agree to take part in this study?
Signed........................
Name in Block Letters 
Witnessed b y .............
Date.
YES/NO
YES/NO
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Appendix 12
Description of assessment battery tools
Sexual Satisfaction:
The Golombok Rust Inventory of Sexual Satisfaction, (GRISS), (Rust & Golombok, 
1986a) is a questionnaire for assessing the existence and severity of sexual problems. 
The GRISS provides an overall sexual dysfhnction score for each partner and a profile 
of sexual functioning for the couple on 12 subscales of sexuality. There is a male and 
female version of the GRISS, each consisting o f 28 items with a five response format. 
This refers to the frequency of sexual interests and activities on a scale from "never" to 
"always". The possible range of raw score is from 0-96, which is then categorised into 
transformed scores ranging from 0-9 with higher scores indicating a more severe 
problem in that particular area of sexuality. Rust & Golombok, (1986b) suggest that a 
"normal" relationship yielding at least one score of five is to be expected. More 
attention is paid to the couple's sexual profile as opposed to individual raw or 
transformed scores, as the profile highlights problem areas (rather than diagnosis) and 
leads to indications for therapy. On the couple's profile, particular attention is given to 
transformed scores above five, which indicate a "problem".
Marital satisfaction:
The Golombok Rust Inventory of Marital State (GRIMS) is a 28 item questionnaire 
developed by Rust, Bennon, Crowe & Golombok, (1988a) designed to provide an 
objective assessment of the quality of heterosexual couples who are married or live 
together. It uses items known to be important to a good relationship and therefore gives 
an indication of relationship status and marital problem severity. Each of the 28 items 
on the GRIMS is rated on a four point scale, from "strongly disagree" to "strongly 
agree" thus the possible range of scores is from 0-84 and the higher the score the more 
severe the relationship problem .
209
Small Scale Research/Research on Placement -  Year 11
Psychological Status:
The Brief Symptom Inventory, (ESI, Derogatis, 1993) is a shortened version of the 
SCL-90-R and is a brief, psychological self report, symptom scale which was designed 
to assess psychological status. The ESI was employed in this study to assess the co­
existence of psychological symptom patterns, which may also be contributing to sexual 
dysfunction. The manual recommends using the Global Severity Index (GSl) score 
when reporting respondent's results as this is a sensitive indicator of the respondent's 
distress level (given that it combines information about the number of symptoms and 
the intensity of distress). With this tool, a positive case is identified if the respondent 
has a Global Severity Index score (on the non-patient norm) greater or equal to a T- 
Score of 63, or if any two primary dimension scores are greater than of equal to a T 
score of 63.
Level o f  disability:
The Functional Limitations Profile, (Patrick & Peach, 1989) assesses changes in 
function due to ill health and covers 12 categories of activity. The aim of using the FLP 
in this study was to gain an estimate of the disabling effect of the back pain. While 
there are no established norms or categories of cut off points, the score obtained is said 
to reflect the degree of dysfimction a person experiences after ill health. The range of 
scores is fi*om 0 - 100%, with a higher score said to reflect more limitation in 
functioning.
Subjective importance o f sexual difficulties:
The Patient Generated Index, (Ruta, Garratt, Leng, Russell & MacDonald, 1994) is a 
subjective quality of life technique which allows the respondent to describe the effect of 
the back pain on those aspects of their lives that they consider to be of greatest 
importance. The PGl also allows the individual to rate the extent to which those aspects 
of their life are affected by back pain and to value possible improvements in each area. 
Its inclusion in this study was to compare the importance participants placed on the 
back pain's impact on their sexual life, to its impact on other areas.
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Appendix 13
Assessment Interviews — Description of content and format
Individual interview
The individual interview covered the following areas: the participant's view of the 
current sexual difficulty and its development^ the effect of the sexual difficulties on 
their relationship; their views of their current relationship in general: their family 
background with respect to sexual attitudes; their sexual development (including 
experiences around puberty and masturbation); consideration of how they gained their 
sexual knowledge; an exploration of previous marriages, relationships and previous 
sexual difficulties; whether extra marital affairs were a current or past issue. Other 
areas explored in the individual interview included the participant's medical history, 
(including investigations and treatment for their back pain); current medication; family 
and personal psychiatric history.
Joint interview
The joint interview offered the opportunity to discover what the shared view was of 
current sexual difficulties and how they had developed. Attention was given to the 
couple's current life situation in particular each partner s occupation, shared and 
individual hobbies and interests; current alcohol and drug use. The aim of this focus 
was to evaluate general stress levels, which could have an impact on sexual functioning. 
The development of the current relationship was also explored. Particular factors 
relating to the current relationship including methods of communication; possible areas 
of conflict within the relationship; role shifts since the onset of pain and the amount of 
time available for adult intimacy. Further attention was paid to the importance of sex 
within the relationship; how sexual activity was negotiated; communication about sex 
and finally what tactics the couple had employed to maintain sexual activity after the 
onset of back pain.
2 1 1
C LB P R ESEA R C H  - INDIVIDUAL INTERVIEWS
Name: Date of interview:
Partner of:
Individual Perspective of Current Sexual Problem: Respond to survey? 
O.D.
Onset & Life event 
context:
Course: (Inc. CIbp/ 
sexual /rei.diffs). Ever 
only cIbp?
Situational/ global:
Duration:
Additional factors: 
(worse/better)
Ind.’s attributions: 
Current relationship:
Family Background Information: 
(Genogram)
Relationships
parents:
with
Parental relationship:
Family attitudes to 
sexuality:
Sexual Development and Experience: Attitudes to 
puberty:
Onset of sexual 
interest:
Previous sexual 
experience and 
problems:
Masturbation:
Sexual trauma:
Homosexuality:
Sexual Information: S ou rce :  
Extent: 
Lack o f  ?:
Relationships: (not current) S exual d iffs?  
Extra m ar ita l?
Medical History & Medication:
Psychiatric History: Family h is to ry : 
(of se e k in g  help)
Additional Information: Anything 1 o u g h t  
to k n ow ?
Im pact of CLBP on 
sexual life:
Find sexua lly  
att rac t ive  a b o u t  
pa r tn e r?
2 IS
C L B P RESEARCH - JO IN T INTERVIEW
Date of interview: I.D. Nos:
Names:
Presenting Problem: R e s p o n s e  
to  su rv e y ?
O n s e t?
C o u r s e ?
C o n te x t? /  
Life e v e n ts  
a r o u n d  
o n s e t ?
T im ing  o f -
p a in /
s e x u a l
/m ari ta l
p ro b le m s .
Current Life Situation: O c c u p a t io n  
H o b b ie s  
H o m e  Life 
C h ild ren  
S t r e s s  level 
A lcoho l 
S tr t .  d ru g s  
o f  ro les
Relationship assessment: 1 s t  m e t  - ?  
a t t ra c te d
Tim e apart /  
t o g e t h e r
C o m m " re 
+ive & -ive 
fee l in g s
A re a s  of 
co n f l ic t?
CLBP -> rel 
P r o b s  in 
s h i f t s  in 4. 
o f  ro le s
2m-
Sexual assessm ent:
Goals:
Imp in rel.?
? starts?
How-in the  
m o o d ?
Conflict re 
s e x ?
C om m " re 
sex ' n e e d s  - 
e a s e ?
E n joy/no t
S a t" /no t
Coped with
pain
?tactics
What?
How will 
they know?
2.(5
C o n s e n t  Form
We the undersigned agree to having our assessment interviews audio-taped. We 
understand that the content of these tapes will be kept confidential and that only 
Rachel Vickers and Dr Michelle Sowden will have access to them. We also 
understand that the interview will be deleted from the tape once the information has 
been used.
Signed----------------------------------------------- Date-
(Please print name in block capitals)
Signed----------------------------------------------- Date-
(Please print name in block capitals)
Signatures witnessed by Rachel Vickers Date-
21G
C olsu 'o k i Road 
Sutton  
Surrey 
S M 2  5 N F
Telephone 0181-296 2000 
o r 0181-644 4343
Fax 0181-770 7051
Psychology Department 
Telephone: 0181 296-4193
The St. Helier NHS Trust
Dear Dr.
I am writing to let you know that Mrs and Mrs have volunteered to take
part in a research project set up at Sutton Hospital, entitled “A Case Series o f  Brief Sexual 
Therapy with Chronic Low Back Pain Patients.”
From my own assessment it would seem that psychological intervention is appropriate. 
H owever I understand that it is important to rule out any other contributing factors to this 
couple’s sexual difficulties.
I have therefore asked this couple to make an appointment with you today so you can give 
your opinion on whether there are any physical, medical or iatrogenic factors (excluding 
chronic low  back pain) which may be complicating their sexual functioning.
Once you have completed a brief medical screen it would be helpful if  you could complete the 
attached reply slip indicating your opinion as soon as is convenient.
Yours sincerely,
Rachel Vickers
Clinical Psychologist in Training
Supervised by Dr M. Sowden, 
Chartered Clinical Psychologist, 
Heathlands NHS Trust.
T h e  St. H e l ie r  N H S  T r u s t  inc ludes :
H e n d e r s o n  H o s p i t a l ,  N e l s o n  H o s p i t a l .  O i i e e n  M a r y 's  H o s p i t a l  f o r  C h i l d r e n .  St H e l i e r  H o s p i t a l  a n d  S u t t o n  H o s p i t a l
■ C a r in u  for  the  In d iv id u a l  ■
A Case Series of Brief Sexual Therapy with Chronic Low Back Pain Patients. 
Reply Form
Patients’ Names:
Date of Birth:
Address:
I have carried out a brief medical screen on the above patients and in my opinion they 
are/ are not * suitable candidates for psychological intervention for their sexual 
difficulties. (* please delete as appropriate).
Additional Comments:
Signed: Date:
Name in Print:
Surgery Address:
Please return reply slip to:
Rachel Vickers
Psychology Department
Sutton Hospital
Cotswold Road
Sutton
Surrey
SM2 5NF
21%
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Appendix 16
Mr and Mrs B
Table 2: Scores obtained on assessment battery:
Mr B Mrs B 
Index case
Functional 
Limitations 
Profile (FLP)
Overall Score 4.6 % 15.96%
Brief Symptom 
Inventory (BSI)
Global Severity 
Index (GSl)
T = 60 T = 52
Patient Generated 
Index (PCI) 
(*see below)
standing 10 
sport 2
walking / 
bending 3 
playing with 
daughter 3 
housework 3 
sex/love 3
GRIMS Raw Score 13 13
Transformed Score 01 01
GRISS Raw Score 24 23
Transformed Score 04 02
* Areas identified as affected by back pain and the relative importance of an improvement in these areas 
as reflected by score awarded out of 12. (Partners o f index cases were asked to evaluate how their 
spouses’ back pain had impacted on their lives).
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Figure 5 GRISS profile for Mr & Mrs B:
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When interpreting the above profile a score of 5 or above in any dimension indicates 
that that dimension is a problem area (i.e. if the black meets or goes beyond the dotted 
off line). Rust & Golombok (1986b) suggest that a “normal” relationship yielding at 
least one score of five is to be expected. The scores on the non-communication and 
infrequency dimensions are derived from the couple’s mean score. Where there 
appears to be a large discrepancy between the couple’s scores, errors bars have been 
added to highlight the discrepancy.
Discussion of Mr & Mrs B’s scores on the assessment battery:
Mr B is 49 years old and his wife is aged 45 years. They have been in the relationship 
for 15 years. Mrs B’s back pain began 4 years ago. Mr B reported minor health 
problems; his FLP scores reflect that these impacted on 4.6% of his life activities. In 
comparison his wife had a FLP overall score of 15.9% which implies that her four 
year history of back pain impacted on a fair proportion of her daily activities. The 
proportion of scores between physical and psychosocial indicated that the former 
dimension was more affected than the latter. On the PGl Mr B reported valuing
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improvements in standing and sport whilst Mrs B equally valued improvements in 
physical activities, social interaction with her child and sexual activity.
Although both partners’ GSl scores on the BSI did not meet the definition of 
“caseness”, Mrs B did have T scores above 63 on the dimensions of Depression and 
Anxiety, which would imply that she should be considered as a “positive case” with 
psychological symptoms. However it is important to note that four weeks prior to this 
assessment, Mr & Mrs B had experienced the bereavement of their first grandson, 
therefore these scores may reflect a natural grief reaction and should not necessarily 
be considered pathological symptoms.
Regarding their views of their marriage, Mr & Mrs B were very consistent in seeing 
their marriage as having few problems. Their GRIMS scores can be interpreted as 
considering their marriage as better than “very good”. Overall their GRISS 
transformed scores indicate few, severe sexual problems yet their profile shows scores 
of 5 (the cut off point when identifying a problem area) in 5 different sexual 
dimensions (impotence, premature ejaculation, male avoidance, female non-sensuality 
and vaginismus). Also it is important to highlight the difference between this couple’s 
scores on the dimension of infrequency (Mr B: 6 and Mrs B: 3). This discrepancy 
highlights that the male partner in this case considers infrequency of sexual activity to 
be a further problem although the female partner does not. Having such an array of 
scores in different sexual dimensions along the cut off point, would suggest that 
difficulties do exist which may be interdependent and could exacerbate each other in 
the future.
Mr & Mrs B opted out of the research project prior to their individual and joint 
interviews. The reasons offered were that Mrs B was too preoccupied with their 
recent bereavement and also that Mr B felt that he would not be able to contribute to 
the amelioration of the sexual problems identified.
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Appendix 17
Mr and Mrs C
Table 3: Scores obtained on assessment battery.
MrC 
Index case
Mrs C
Functional 
Limitations 
Profile (FLP)
Overall Score 37.2 % ** (see below)
Brief Symptom 
Inventory (BSI)
Global Severity 
Index (GSl)
73 78
Beck Depression 
Inventory (BDI)
23 (moderate to 
severe)
14 (mild to 
moderate)
Patient Generated 
Index (PGl)
* (see below) Supporting 
family 4 
Love/respect 
fi-om family 5 
Shopping 2 
Memory & 1 
concentration
Fear 3 
Difficulties 
arranging life 3 
Social life 3 
All other 
aspects 2 
Communicating 1 
Mood changes 1
GRIMS Raw Score 24 39
Transformed Score 03 07
GRISS Raw Score 23 44
Transformed Score 03 05
* Areas identified as affected by back pain and the relative importance of an improvement in these areas 
as reflected by score awarded out of 12. (Partners of index cases were asked to evaluate how their 
spouses’ back pain had impacted on their lives).
** Mrs C was unable to complete this form as she had become very distressed.
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When interpreting the profile below a score of 5 or above in any dimension indicates 
that that dimension is a problem area (i.e. if the black line meets or goes beyond the 
dotted cut off line). Rust & Golombok (1986b) suggest that a “normal” relationship 
yielding at least one score of five is to be expected. The scores on the non­
communication and infrequency dimensions are derived from the couple’s mean 
score. Where there appears to be a large discrepancy between the couple errors bars 
have been added to highlight the discrepancy.
Figure 6
GRISS profile for Mr & Mrs C:
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Discussion of Mr & Mrs C’s scores on the assessment battery:
Mr C (aged 52) and Mrs C (aged 54) have been married for 27 years. Mr C’s back 
pain began 12 years ago.
Mr C’s overall FLP scores suggest that his back problems interfered with 
approximately one third of his physical and psychosocial activities. Mrs C was unable
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to complete the FLP due to concentration difficulties and becoming emotionally upset 
during the assessment process. However, the sections she did complete indicated 
marked hmitations especially on the psychosocial dimension. This pattern would 
correspond to her psychological status. The results of the PGl from both partners 
indicated that they felt Mr C’s back pain had had a detrimental effect on several 
domains o f each of their lives. Yet, it is important to note that neither reported 
sexuality as an important area of life that had been effected by the back pain. This 
appears to contradict their volunteering to take part in a research project about brief 
sexual therapy for chronic low back pain patients. Such results suggest that sex is not 
a priority is this couple’s life at the moment as they seem to be struggling with a 
variety of other issues.
The results of the BSI imply that both partners would be considered as “positive 
cases” regarding their psychological status, especially as their respective scores are 
more than two standard deviations above the non-patient mean. With such results, it 
is important to consider whether their sexual problems are a manifestation of their 
wider psychological distress or specific problems within their own right. However, it 
is extremely difficult to disentangle this issue from scores on objective measures. 
During the initial telephone screening it was reported that both Mr & Mrs C were 
taking antidepressant medication; therefore it was considered appropriate to include 
the BDI within their battery of questionnaires, especially as clinical depression can 
impair sexual functioning. These scores imply that both partners experience a fair 
degree of depression although they are taking medication for this problem.
The GRIMS scores indicate a discrepancy between this couple in their perception of 
the status of their marriage. Mr C’s scores suggest he sees that relationship as “good” 
whilst Mrs C sees it as “bad”. This couple’s GRISS profile highlights several areas of 
sexuality. The following domains were ascribed with a score of 5 or above: 
impotence, male avoidance, infrequency, female dissatisfaction, female avoidance, 
female non-sensuality and vaginismus. Non communication was also seen as a 
problem area by Mrs C though not by her husband. Such a sexual profile has several 
indicators for therapeutic intervention, however this couple’s psychological status and 
the iatrogenic factors of the psychopharmacological treatment they receive for this.
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must be acknowledged as potential confounding factors that contribute to this couple’s 
sexual dysfunctions.
Mr and Mrs C opted out the research project prior to the interview stage of assessment 
as Mr C experienced a further acute flare up of back pain. The occurrence of this and 
its amelioration then became a priority in this couple’s lives and they felt they would 
not be able to concentrate adequately on sexual rehabilitation.
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The Mood Modulation Effects of a Nicotine Inhaler 
Abstract
In Part I of this study self-reported feelings of stress and arousal were assessed in 26 
cigarette smokers, over a normal day o f smoking. The ratings were made 
immediately before and immediately after the first cigarette of the day, the last 
cigarette of the day and at two intermittent points (12 noon and 6 p.m.). Analysis of 
variance revealed significant effects of smoking on both stress and arousal. Self-rated 
feelings of stress were significantly reduced following cigarette smoking (P<0.003) 
and also reduced over the course of the day (P<0.001). Cigarette smoking led to an 
increase in self-rated feelings of arousal (P<0.009), with a larger increase in arousal 
found after the first cigarette of the day (P<0.001). These results show that stress and 
arousal are simultaneously affected by cigarette smoking, in opposing directions. 
This study is the first ‘other centre’ replication of a series of studies by Parrott and 
confirms that stress modulation and arousal modulation should be seen as inversely 
related processes. A further implication of these results is that cigarette smokers 
smoke to alleviate the negative mood effects of acute nicotine withdrawal.
Part II of this study assessed the se lf reported feelings of stress and arousal in 
smokers quitting smoking with the aid of a nicotine inhaler (treatment group, n—12) 
and cigarette smokers (control group, n=8), on a specified day of the week, for four 
weeks. Ratings were made immediately before and immediately after the self­
administration of nicotine (either fi*om the inhaler for the treatment group or from the 
cigarettes for the control group), at the first nicotine administration and the last 
nicotine administration of the day and at two intermittent points (12 noon and 6 p.m.). 
Self rated feelings of stress, for both groups, were significantly reduced by the self­
administration of nicotine (P<0.005) and stress levels reduced over the day 
(P<0.001). Self rated arousal increased after se lf administration o f nicotine 
(P<0.001) with a larger arousal modulation effect found after the first nicotine 
administration of the day (P<0.001).
These results suggest that the same patterns of arousal modulation and stress 
modulation found in cigarette smokers are also found when quitters use a nicotine
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replacement aid, in the form of an inhaler. The treatment group demonstrated these 
mood modulation patterns immediately upon using the inhaler. This was an 
unexpected finding as it was expected that the treatment group would require several 
pairings of gaining nicotine from the inhaler and mood modulation effects and that the 
mood modulating effect of the nicotine inhaler would develop over the course of the 
study.
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The Mood Modulation Effects of a Nicotine Inhaler. 
Introduction
The health effects of tobacco.
Cigarette smoking is the largest single cause of premature death in the Western world 
(Peto, Lopez & Boreham, 1992). It is also the most preventable cause of morbidity 
and mortality (Boring, Squires & Tong, 1993). Although large investments have been 
made at the primary prevention level, these efforts have had limited effectiveness 
(Reid, McNeil & Glynn, 1995) and as such, between a quarter and a third of the over- 
15 year old population in the UK are smokers (Ramstrom, 1997). There is therefore, 
a large proportion of people in the UK who are likely to die prematurely (Doll & 
Crofton, 1996). Cigarette smoking is maintained through the addictive properties of 
one of its constituents, nicotine (Henningfield, 1995; Surgeon General, 1988).
Nicotine’s addictiveness has both physiological and psychological components. 
Clinical Psychology has been at the forefront of researching new methods of stopping 
smoking, despite the fact that, as yet, there is little role of applying this knowledge 
within the NHS structure. Jarvis (i.e. Jarvis, Tunstall-Pedoe, Feyerabend, Vesey & 
Saloojee, 1987), Hajek, (i.e. Hajek, Belcher & Stapleton, 1985), Foulds, (i.e. Foulds, 
1996), Sutherland, (i.e. Sutherland, Stapleton, Russell, Jarvis, Hajek, Belcher & 
Feyerabend, 1992) and, Schneider (i.e. Schneider, Olmstead, Nilsson, Mody, Franzon 
& Doan) are all Clinical Psychologists and have been actively involved in the 
attempt to understand psychological elements of nicotine addiction and in applying 
psychological theory to smoking cessation programmes. By helping people to cease 
smoking, their health status will have major and immediate benefits (Surgeon 
General, 1990).
Why do people smoke cigarettes?
Nicotine is a highly addictive substance (USDHHS, 1988), which has a rapid action 
and a broad spectrum of neuro-regulatory effects (Stolerman, 1991). Henningfield, 
Miyasato & Jasinski (1985) and Perkins, Grobe, Fonte & Breus (1992) hypothesised
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that nicotine may be similar to other abused substances in that its subjective effects 
may be important for its reinforcing efficacy. However, it has been noted by 
Warburton (1988) that the psychological effects of nicotine are subtler than those of 
other abused drugs and therefore may be particularly hard to quantify. This may 
explain why, until recently, there had been a paucity of research on the subjective 
effects of nicotine and smoking (Surgeon General, 1988).
Numerous investigations have indicated that smokers offer two main reasons for 
smoking; to ‘stimulate’ them and to 'relax' them (e.g. Frith, 1971; Gilbert, 1995; 
Gilbert & Wesler, 1989; Hughes, Higgins & Hatuskami, 1990; Ikard, Green & Horn, 
1969; Russell, Peto & Patel, 1974; Speilberger, 1986; Warburton, Revell & Walters, 
1988; Wesnes, Revell & Warburton, 1989; West, 1993). These smoking motives 
appear contradictory and debates have emerged as to how nicotine, which is 
essentially a stimulant drug (Fuller & Forrest, 1977) can produce these apparently 
opposing subjective effects (Nesbitt, 1973).
Theoretical Model of the Smoking and Arousal Relationship
Mangan & Golding (1984) have described the Arousal Modulation Theory (AMT), in 
an attempt to integrate these seemingly paradoxical effects of nicotine. This theory 
postulates that smoking has the function of controlling arousal and, as such, the 
smoker either smokes tobacco to increase arousal, when his or her arousal level is 
low, or to reduce arousal when they are stressed (p.82). This model presumes high 
stress to be equal to high arousal and low stress to be equal to low arousal and that 
these two effects are interdependent. Ashton & Stepney, (1982) suggested that these 
effects on arousal were dose related, with low doses of nicotine producing stimulant 
effects and high doses of nicotine producing sedative effects. The smoker could 
therefore produce the effect required by the environmental context by modulating the 
dose of nicotine, through varying the depth and frequency of inhalation, (Pomerleau 
& Pomerleau, 1987). However, Ney & Gale (1989) admitted that there was 
".. .controversy over such alleged biphasic effects..." (p.7).
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Yet, as indicated above, smokers in the real world report smoking tobacco for 
stimulation and relaxation and not for just one or the other. These reports are not 
adequately explained by the AMT, unless these two end-states are achieved at 
different times. Until recently, there had been difficulties accepting alternative 
hypotheses due to the lack of empirical evidence regarding possible simultaneous 
changes in arousal and stress because of smoking (Surawy & Cox, 1987). Indeed, 
Surawy & Cox were amongst the first researchers to explore the effects of nicotine on 
subjective levels of stress and arousal simultaneously. Their results indicated that 
arousal and stress should be regarded as independent factors.
Stress and Arousal; Interdependent or Independent?
Parrott and colleagues recently conducted a series of studies (O’Neill & Parrott, 1992; 
Parrott, 1993; Parrott & Joyce, 1993; Parrott, 1994a) which incorporated the 
simultaneous assessment of subjective feelings of stress and arousal over a day of 
smoking. One aim of these studies was to evaluate if the AMT was correct in 
postulating that stress and arousal were interdependent, (both variables either 
increased or decreased at the same time) or if empirical evidence could be found for 
the alternative hypothesis, that stress and arousal were independent factors, (as one 
variable increased, the other decreased).
Design of Parrott’s studies:
Parrott and his colleagues monitored mood states over a normal day of smoking, by 
requesting that smokers complete a brief feeling state questionnaire, immediately 
before and immediately after smoking each cigarette (O’Neill & Parrott, 1992; 
Parrott, 1993; 1994a). In Parrott & Joyce (1993), the timing of mood assessment was 
different, in that smokers, non-smokers and deprived smokers (this study incorporated 
these different groups in order to draw comparisons between them), were requested to 
complete the brief feeling state questionnaire at 2 hourly intervals. All smokers 
smoked their usual brand of cigarettes and were asked to smoke as normally as 
possible on the assessed day.
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This design enabled the effects of individual cigarettes to be directly compared to the 
mood changes found in-between cigarettes (during the period of acute nicotine 
deprivation). As mood-state was assessed with each successive cigarette, this design 
incorporated a ‘repeated-dose’ paradigm, although the dose was self-administered and 
the levels of nicotine obtained varied within, and between individuals at each cigarette 
smoking point.
Parrott also evaluated the influence of individual differences on the mood modulation 
effects of cigarette smoking, by classifying smokers as ‘sedative’ smokers, (those who 
primarily smoke to reduce negative affect) and ‘stimulant’ smokers, (those who 
primarily smoke to increase arousal). The categorisation was dependent upon 
participants’ scores on the sedative and stimulant subscales of the Smoking 
Motivation Questionnaire (SMQ; Russell et al, 1974). Varying criteria were adopted 
in the four studies, to derive the classification of sedative and stimulant smoker. The 
sedative and stimulant smokers were then compared to assess if their primary 
motivations for smoking influenced the mood modulation effects of cigarette 
smoking.
This series of studies was different from previous research of the smoking-mood 
relationship because:
• They simultaneously addressed the effects of smoking on stress and arousal.
• The design of the studies allowed the mood effects of single cigarettes to be 
measured, as self reported levels of subjective stress and arousal were requested 
immediately before, and immediately after, smoking each cigarette.
• The studies also used the ‘repeated dose’ paradigm as opposed to the single dose 
paradigm used by previous research in this area. The ‘repeated dose’ paradigm is 
more appropriate for smoking behaviour (Surgeon General, 1988) and enabled 
mood to be monitored over successive cigarettes.
• The ‘repeated dose’ paradigm also enabled inferences to be made about mood 
status in-between cigarettes.
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This series of studies was carried out in the normal smoking environment as 
opposed to the laboratory setting, suggesting that the results are more likely to be 
generalizable to normal smoking behaviour.
Review of the Parrott Studies.
General Mood Patterns
A diurnal pattern of self-reported high stress at the start of the day, which then 
reduced over the rest of day, was detected amongst smokers (O’Neill & Parrott, 1992; 
Parrott, 1993, 1994a; Parrott & Joyce, 1993) and non-smokers (Parrott & Joyce, 
1993). A trend was found by Parrott & Joyce (1993) for smokers to report higher 
stress at the beginning of the day and lower stress at the end of the day, compared to 
non-smokers. This trend was interpreted as reflecting the effects of overnight nicotine 
deprivation and the accumulation of nicotine throughout the day, respectively. The 
consistent pattern of reducing stress over the day was markedly different from the 
mood profiles of deprived smokers, who started the day with similar levels o f stress as 
other smokers (Parrott & Joyce, 1993), but demonstrated increasingly higher levels of 
stress as the period without cigarettes increased. This finding clearly illustrates the 
deleterious mood effects of nicotine deprivation in smokers.
An inverted-U pattern of self-rated arousal was found amongst smokers (O’Neill & 
Parrott, 1992; Parrott, 1993,1994a; Parrott & Joyce, 1993), and amongst non-smokers 
and deprived smokers (Parrott & Joyce, 1993), with low arousal at the start o f the day, 
arousal increasing to a peak during the day and then reducing to low arousal at the end 
of the day. This pattern is consistent ^vith that found in the circadian rhythm literature 
(Folkard, 1983).
Specific Effects of Cigarettes
Repetitive mood reversals were found by O’Neill & Parrott, (1992) and Parrott, 
(1993, 1994a) over the smoking day, with positive moods (decreased stress, increased
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arousal) reported immediately after smoking but negative moods (increased stress, 
decreased arousal) developing between cigarettes. The increase in arousal was 
especially marked after the first cigarette of the day and was interpreted as reflecting 
the larger withdrawal-relief effect found after overnight nicotine deprivation. These 
vacillating patterns of stress and arousal were novel findings for the mood/smoking 
relationship literature. The results indicated that not only were arousal and stress 
independently affected by cigarette smoking, but that these mood states were affected 
in different and opposing ways, simultaneously (i.e. arousal increased and stress 
decreased after smoking). As such, the evidence for the paradoxical effect of nicotine 
was even more compelling. These patterns had emerged with the aid o f using the 
‘repeated dose’ paradigm (Gilbert & Wesler, 1989; Surgeon General, 1988; Woodson, 
Buzzi, Nil & Battig, 1986), which had not previously been applied to the study of the 
mood effects of cigarettes.
O’Neill & Parrott (1992) suggested that the development of poor moods between 
cigarettes was due to acute nicotine withdrawal and that the return of positive mood 
after smoking was a result of the relief of nicotine withdrawal. This pattern also 
suggests that smokers experience repetitive mood fluctuations, with each period of 
nicotine deprivation comprising an intermittent source of stress, which is then abated 
by smoking. Smoking is reinforced by the relief it offers fi-om nicotine withdrawal 
and yet perpetuates the acquired drive for further cigarettes (Logan, 1970), thus 
creating a vicious cycle o f addictive smoking. As such, these findings offer a 
psychological rationale for the use of nicotine and led Parrott (1994a) to propose that 
mood control is central to nicotine addiction.
The findings suggest that the major reason why people smoke is to forestall the 
deleterious mood effects of nicotine deprivation, with negative mood developing in 
deprived smokers (Parrott & Joyce, 1993) and with feelings o f stress increasing and 
feelings of arousal decreasing between cigarettes. These findings are consistent with 
some previous research (Hughes, Hatsukami, Pickens, Krahn, Malin & Luknia, 1994; 
Gilbert & Wesler, 1989; Schachter, 1978; Surgeon General, 1988; West & Russell, 
1985).
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Criticisms of the Parrott Series
Firstly, it is important to comment on Parrot’s use of the term ‘arousal’ in his studies 
of the subjective effects of cigarette smoking. The term ‘arousal’ is usually associated 
with physiological reactions. Parrot however, did not conduct any physiological 
measurements, instead he concentrated on the individual’s subjective perception of 
their degrees of tiredness and alertness. However, as individual’s may have difficulty 
in accurately assessing and reporting purely physiological states, prior to and after 
smoking a cigarette, it may be more appropriate to consider that the subjective 
responses to a measure of alertness and tiredness are reflecting a more general sense 
of ‘well-being’. It is important to note that this ‘well-being’ may be synonymous with 
physiological reactions but also consider that they may not. From this point on, in 
this thesis, the term ‘arousal’ should be read as reflecting subjective well being rather 
than physiological arousal status.
On a more specific level, Parrot & Joyce’s (1993) study can be criticised as the 
‘deprived smokers’ group was derived fi-om the smoking groups. Using the same 
sample for two different conditions raises speculation about the implications of 
possible order effects, practice effects and participants’ expectations of how 
deprivation would affect their mood, considering these participants already produced 
data on stress and arousal modulation whilst smoking. A cleaner comparison could 
have been made if a distinct group of deprived smokers was obtained who had no 
other part to play in the data collection.
Consistent with the self reported smoking motives, discussed above, O’Neill & 
Parrott, (1992), Parrott (1993) and Parrott & Joyce (1993) attempted to distinguish 
smokers into ‘sedative smokers’ (those who smoke to reduce negative affect) and 
‘stimulant’ smokers (those who smoke to increase arousal). The method used to 
classify the smokers into these groups was essentially that of binary classification, 
using each participants’ relative scores on the sedative and stimulant subscales o f the 
Smoking Motivation Questionnaire (SMQ; Russell et al, 1974). Using this method 
resulted in the exclusion of data where the participant felt either; that both the 
sedation and stimulant motives were highly relevant to them or; when neither o f these
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motives were considered as of prime importance. Hence the exclusion of the data 
from 40% (n = 18/45) of the participants in O’Neill & Parrott, (1992). The fact that 
so many participants’ SMQ scores resulted in either of these mixes suggests that such 
combinations are feasible and not that they should be discounted.
This classification method obscured any patterns of arousal and stress modulation as a 
function of the score on the stimulant and sedative SMQ subscales respectively. This 
process also did not allow comparisons to be made between high and low scorers on 
the stimulant and sedative subscales regarding the arousal and stress modulation 
elicited by cigarettes respectively.
Due to these confounding variables, there was a lack of sensitivity in discriminating 
between ‘sedative’ and ‘stimulant’ smokers. As such, no consistent differences were 
found between smoking ‘types’ in O’Neill & Parrott, (1992), Parrott (1993) or Parrott 
& Joyce, (1993). This design error essentially meant that the two ‘groups’ could be 
regarded as one group of smokers. Hence, no distinctions were made between 
sedative and stimulant smokers in the review of Parrott’s studies, made above. A 
further criticism of this categorisation process is that the empirical evidence gained 
from O’Neill & Parrott (1992), Parrott (1993) and Parrott & Joyce (1993) indicated 
that all smokers demonstrated both arousal modulation and stress modulation 
separately. Thus, using relative scoring on the two subscales as a categorisation 
method appears to mask relationships that may exist.
One further criticism of Parrot’s work concerns the assertion that the results indicate 
that arousal modulation and stress modulation are independent from each other. It 
can be conceded, from his results, that cigarette smoking has disparate effects on 
subjective indices of stress and arousal over the day yet, it can not be assumed that 
these effects are strictly independent. The results of Parrot’s studies indicate that 
cigarette smoking leads to a reduction in subjective stress and an increase in 
subjective arousal levels. As such, these results indicate, at most, an inverse 
relationship between the two factors measured. The parameters and boundaries of the 
relationship between arousal and stress modulation have not yet been fully explored.
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A fiirther general criticism of the Parrott studies is that they did not incorporate either 
blind or control conditions. The results would carry more power if the studies had 
administered nicotine in a double blind, placebo-controlled manner. Without this 
experimental design, it remains possible that the subject’s responses were due to 
demand characteristics or expectancy effects, rather than real effects on mood.
The Move Towards More Parsimonious Results.
Parrott (1994a) used a different classification procedure, based on each participant’s 
absolute score on each of the sedative and stimulant subscales. Given the findings of 
previous studies (O’Neill & Parrott, 1992; Parrott, 1993; Parrott & Joyce, 1993), that 
arousal modulation and stress modulation occurred as separate factors, in contrary 
directions, for all smokers, Parrott (1994a) looked at arousal and stress data 
separately.
This new classification method allowed a monotonie relationship to be unmasked 
between: a) the scores on the SMQ stimulant subscale and the degree of arousal 
modulation elicited by smoking and; b) the scores on the SMQ sedative subscale and 
the degree of stress modulation elicited by smoking. Higher scores on the subscales 
lead to greater degrees of modulation and lower scores on the subscales lead to 
m i n i m a l  degrees of modulation with respect to each of the mood dimensions. It is 
important to note, however, that less than 5% of the participants scored below 3 on 
the SMQ sedative subscale. Therefore, the conclusions made about the monotonie 
relationship between the sedative subscale and the magnitude of stress modulation, 
are based on slightly skewed data. Alternatively, this finding also suggests that 
virtually all smokers report sedative motives to some extent.
Parrott (1994a) found a hirther important result: those smokers who reported above 
average stress or below average arousal prior to smoking reported only average levels 
of stress and arousal respectively, after smoking a cigarette. Such results suggest that 
the function of smoking is to relieve adverse moods, rather than to attain 
advantageous moods. Only the smokers who reported unpleasant moods during 
nicotine withdrawal, experienced improved moods following smoking. Yet, these
236
Large Scale Research Project -  Year III
improvements had a ‘ceiling effect’ in that they only led to average levels of stress 
and arousal post-smoking. In short, these findings indicate that smoking has a 
normalisation fimction by relieving the negative effects of nicotine deprivation.
These results indicate that the important factor in mood modulation and its 
relationship to smoking is initial mood, with smoking relieving negative moods rather 
than producing beneficial mood states. This result is similar to that found by Perkins, 
Grobe, Epstein, Caggiula & Stiller (1992) who suggested that the magnitude of 
subjective effects of smoking and nicotine may depend on a pre-drug baseline 
subjective state. This idea is similar to Wilder’s (1962) ‘law o f initial values , which 
generally predicts an inverse relationship between baseline level and physiological 
response to stimuli. The same premise may also explain why the increase in arousal 
was found to be especially marked after the first cigarette of the day (O’Neill & 
Parrott, 1992; Parrott, 1993; 1994a), as the baseline state, for the first cigarette of the 
day, is of overnight nicotine deprivation (and its concomitant, low blood nicotine 
concentration) and low arousal at the start of the day (Parrott, 1994b). Both baseline 
variables therefore have the greatest potential for increase, (Benowitz, 1990; Russell, 
1989) compared to the varying levels of blood nicotine concentration and varying 
levels of arousal that may constitute pre-drug baseline states for the later cigarettes of 
the day.
Conclusions from the Parrott Studies
Combined together, the results of the series of studies conducted by Parrott and 
colleagues indicate that self-rated feelings of stress and arousal are differently 
affected by smoking and as discussed above. Parrot beheved that they should be 
considered as independent factors. This conclusion is in contrast with the premise of 
the Arousal Modulation Theory, yet Ashton & Golding (1989) had criticised the AMT 
as being too simplistic due to its failure to account for the many psychological 
changes that occur during smoking (p.43). As stated above, this conclusion may be 
premature and tends to overlook the inverse nature of the relationship between arousal 
and stress modulation. However, the Parrott studies give credibility to the hypothesis
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that two smoking motives (for stimulation and sedation) co-occur and that they may 
vary between and within individuals, over time and in different circumstances.
These findings link back with factor analyses of mood state questionnaires, where the 
dimensions of stress and arousal are considered orthogonal (Mackay, Cox, Burrows & 
Lazzerini, 1978; Mathews, Jones & Chamberlain, 1990; Thayer, 1989). The SMQ 
(Russell et al, 1974), has frequently been used to distinguish sedative smokers (those 
who smoke primarily to reduce negative affect) and stimulant smokers (those who 
smoke primarily to control levels of arousal). Yet, Russell et al (1974) found a 
positive correlation between the two subscales which indicates that an individual 
smoker is likely to smoke to control both stress and arousal and not just one or the 
other. The findings in the Parrott series confirm that smoking cigarettes has distinct 
and separate effects on these two aspects of mood. However, it is important to note 
that these studies have not been replicated at any other centre.
Implications of the Parrott Studies.
The pre-drug baseline seems a crucial element of the modulating properties of 
nicotine (Parrott, 1994a). This raises the question of what causes these deleterious 
pre-drug states. Traditionally there have been two different explanations. Warburton 
(1988, 1992) sees smoking as a functional tool that enables the smoker to cope with 
daily stresses and strains. This explanation conceptualises smoking as adding genuine 
psychological benefits to the smoker. Inherent in this explanation is the assumption 
that the smoker is predisposed to suffer from low arousal and high stress, thus the 
presence of the deleterious pre-drug states described by Parrott (1994a).
In contrast, Schachter (1978) presented the argument that smokers do not gain 
anything from smoking in terms of genuine psychological benefits. Instead, he 
commented that smoking is “not anxiety reducing but rather not smoking is, for the 
heavy smoker, anxiety increasing..” (p.210-213). He conceptualised smoking as 
anxiogenic due to emergence of withdrawal symptoms shortly after extinction of a 
cigarette. These symptoms are generally considered undesirable and thus the smoker
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lights up a cigarette to abate these symptoms. Through the process of negative 
reinforcement, the smoker learns that this is the behaviour that is required to forestall 
the deleterious effects of nicotine deprivation.
It is difficult to resolve the dilemma of which of these two explanations is the correct 
version of what maintains cigarette smoking. However, Parrott (1995) has postulated 
a revised model of the maintenance of cigarette smoking that incorporates both of 
these perspectives:
• Smoking is a seen as a pharmacological cause of stress due to the fact that acute 
nicotine deprivation leads to increased feelings of stress.
• The frequent and repetitive daily experience of acute nicotine withdrawal 
generates a high average stress level for the smoker.
• Nicotine reinstatement (by smoking another cigarette) leads to an immediate 
improvement in mood state and explains why smoking is satisfying and 
pleasurable (Benowitz, 1990; Perkins et al, 1992; Pomerleau & Pomerleau, 1991).
• This link between cigarette smoking and the relief of negative moods becomes 
strongly conditioned over time (Eysenck, 1973; Mausner & Platt, 1971).
• Smokers then use cigarettes to cope with real environmental stressors (Perkins & 
Grobe, 1992; West & Lennox, 1992; Woodson et al, 1986) although there is no 
evidence however that this represents a genuine gain for smokers (over non- 
smokers).
Withdrawal Symptoms and the Role of NRT.
Parrott’s revised model may help to explain why smoking is a difficult habit to stop. 
When the smoker attempts to quit, it is highly probable that he or she will experience 
negative psychological states due to the nicotine withdrawal syndrome (Hughes et al, 
1990; Surgeon General, 1988). This syndrome is a recognised organic disorder and 
the main criteria for diagnosing nicotine withdrawal have been outlined by the 
American Psychiatric Association’s Diagnostic and Statistical Manual (DSM-IV,
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APA, 1994). The criteria are:
A) daily use of nicotine for at least several weeks;
B) abrupt cessation o f nicotine use, or reduction in the amount of nicotine used, 
followed within 24 hours by four (or more) of the following: (1) dysphoric or 
depressed mood, (2) insomnia, (3) irritability, frustration or anger, (4) anxiety, (5) 
difficulty concentrating, (6) restlessness, (7) decreased heart rate, (8) increased 
appetite or weight gain.
C) the symptoms in criterion B cause clinically significant distress or impairment in 
social, occupational, or other important areas of fimctioning.
D) the symptoms are not due to a general medical condition and are not better 
accounted for by another mental disorder.
Associated features are: craving for nicotine, desire for sweets, impaired performance 
on tasks of vigilance, EEG slowing, decrease in catecholamine and cortisol levels and 
decreased metabolism of some medications and other substances.
These symptoms are the direct effect of not absorbing nicotine and not the result of 
having to stop an enjoyable habit, as they are relieved by the provision o f nicotine 
products (e.g. nicotine gum and nicotine patch) but not by placebo products (Gross & 
Stitzer, 1989; Imperial Cancer Research Fund General Practice Research Group, 
1993).
These symptoms (excluding craving, hunger and weight gain) peak within the first 
week of smoking cessation and generally return to pre-cessation levels within a month 
(Hughes & Hatsukami, 1992). Increased appetite and weight gain may continue for at 
least ten weeks after smoking cessation and probably last longer (Snyder, Davis & 
Henningfield, 1989). Craving for nicotine peaks within the first week post-cessation 
and declines gradually over a period of months. However, Tiffany (1990) has debated 
whether craving should be included amongst the nicotine withdrawal criteria, due to: 
the poor consensus on the definition of craving; several studies failing to show that 
during abstinence, craving increases over pre-cessation levels and; craving levels 
reported to be high, even when smokers smoke (USDHHS, 1990).
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As indicated above, the smoker leams to abate these symptoms, once they occur, by 
smoking a cigarette, thus leading to the vicious cycle of repetitive and addictive 
smoking. Consideration of different methods of giving smokers nicotine (other than 
via cigarettes) began in the 1960s. The fundamental rationale was to give the smokers 
the drug they desired, but in a form that excluded the tar and carbon monoxide, thus, 
eliminating the factors that led to detrimental health effects. Nicotine gum was 
launched onto the market in 1978 and numerous controlled trials have illustrated 
NRT’s efficacy in smoking cessation (Silagy, Mant, Fowler & Lodge, 1994; Tang, 
Law & Wald, 1994), via NRT’s capacity to be useful in relieving the symptoms of 
nicotine withdrawal (e.g. Gross & Stitzer, 1989; Hughes, Gust, Skoog, Keenan & 
Fenwick, 1991).
The most common rationale for the use of NRT is to abate withdrawal symptoms 
initially, which allows the smoker to concentrate on addressing and ceasing the 
behavioural and psychological components of smoking, then to gradually taper the 
replacement therapy. Further to the alleviation of withdrawal symptoms, Hughes 
(1993) extended the proposal of NRT actions to include the idea that NRT may act as 
a temporary replacement for some of the reinforcing effects of smoking (e.g. mood 
stabilisation, stress rehef) until abstinent smokers learn non-pharmacological means 
to achieve these same effects. Indeed, Parrott (1994a) proposed that mood control 
was central to addictive smoking and Parrott, Craig & Phillips, (1993) and West, 
(1992) suggested that one way in which NRT may aid smoking cessation is by 
facilitating stress control.
Nicotine inhalers have recently been designed (Sutherland et al, 1992) which offer a 
behavioural replacement to cigarette smoking, as their usage incorporates similar 
hand to mouth activity as that required by smoking cigarettes, as well as the provision 
of oral and sensory reinforcements associated with cigarette smoking. Clinical trials 
have demonstrated that the nicotine inhaler is safe and effective in relieving 
withdrawal symptoms and helping smokers to quit, (Leischow, Nilsson, Franzon, Hill, 
Offe & Merikle, 1996; Schneider et al, 1996; Tonnesen, Norregaard, Mikkelsen, 
Jorgensen & Nilsson, 1993). Until now, no studies have evaluated whether the
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nicotine inhaler can produce the same mood modulation effects as found in the Parrott 
series. An exploration of these capabilities is essential given Parrott’s postulation that 
mood control is central to nicotine addiction. If a pure nicotine inhaler is found to 
provide similar psychological effects to a cigarette, this would provide further 
evidence that it is the nicotine in tobacco which people smoke for, in order to obtain 
these psychological effects.
Aims of study:
Part 1
To replicate the main findings o f Parrott et al (1992, 1993, and 1994a), that cigarettes 
can simultaneously decrease stress and increase arousal.
Part 2
To compare the mood modulating effects of the nicotine inhaler with the mood 
modulating effects of cigarettes, over one specified day a week, for one month. This 
will give a developmental perspective to the inhaler’s mood modulating effects, as 
these nicotine effects become conditioned to the inhaler.
Part 3
To compare the levels of withdrawal symptoms experienced by participants using the 
inhaler to those experienced by participants continuing to smoke cigarettes.
Hypotheses:
1. The smoking of cigarettes throughout the day simultaneously reduces stress 
and increases arousal and that the levels of stress and arousal return to baseline 
between cigarettes.
2. The nicotine inhaler will provide similar psychological effects to those found 
fi*om cigarettes.
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People switching from tobacco to the nicotine inhaler will experience an 
increase in nicotine withdrawal symptoms, compared to those continuing to 
smoke tobacco.
Method
Participants:
The participants were recruited via advertisements through the local media and did 
not receive remuneration for participation in the study. 23 participants originally 
volunteered to take part in the treatment group. 48% (n=l 1) of these volunteers were 
male and 52% (n=12) were female; their ages ranged from 19 to 62 years, the mean 
age was 35.5 years (standard deviation ± 13.8); cigarettes consumed per day ranged 
from 13 to 40, (mean number of cigarettes per day was 20.9 ± 5.8). This group of 
participants had smoked cigarettes for an average of 20.7 years (±13.3), with a range 
of 1 to 40 years.
5 of these volunteers opted out of the study following assessment and thus, no data 
regarding the arousal modulation and stress modulation effects of cigarette smoking 
were collected from this subgroup. The remaining 18 volunteers for the treatment 
group completed the self report measure discussed in the next section over one day of 
cigarette smoking. These 18 participants together with the data collected during week 
one from the 8 volunteers for the control group formed the 26 participants for part I of 
the study. The 8 participants in the control group originated from 17 volunteers 
recruited through the local media. Those 8 who formed the resulting control group 
were the only volunteers to complete all the assessment and repeated measures.
The demographic and smoking characteristics of the 26 participants who completed 
the mood questionnaire over one day for Part 1 of the study, and those participants 
who went on to use the inhaler (the treatment group) and the cigarette smokers (the 
control group) for Part 2 of the study are shown in Table 1.
243
Large Scale Research Project -  Year III
Table 1
Demographic and smoking characteristics of the cigarette smokers (Part 1) and the 
treatment and control group (Part 2).
Cigarette 
smokers 
Part 1 (n=26)
Treatment
Group
Part 2 ('n=14)
Control 
Group 
Part 2 (n=S)
N male/female 11/15 7/7 2/6
Age (mean and range) 38 (20-62) 39 (22-62) 40 (27-58)
Number of cigarettes smoked per day 19.2 (8-40) 22.2 (12-40) 14.3 (8-20)
Years smoking 22.8 (4-40) 23.8 (4-40) 22.1 (5-40)
In an attempt to replicate Parrot’s (1994) study as closely as possible all participants’ 
absolute scores on the SMQ sedative and stimulant subscales were used to split the 
participants into subgroups as carried out in Parrot (1994). Five sedative subgroups 
and five stimulant subgroups were generated: see tables 2 and 3 for the frequency of 
participants in each subgroup, for Part 1 and Part 2 of the study respectively. This 
procedure provides consistency between studies, yet is Hmited in that it does not 
account for the spread of actual SMQ scores obtained from the small sample reflected 
in this thesis.
Table 2
Frequencv table of the SMQ sedative and stimulant subscale scores obtained from the 
cigarette smokers (Part II In =25).
Subgroup
1
2
3
4
5
SMQ score 
0-2 
3-4 
5-6 
7-8 
9
Sedative subscale (n) Stimulant subscale (n)
0
3
6
10
6
2
4 
11
5 
3
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Table 3
Frequencv table of the SMQ sedative and stimulant subgroups obtained from the 
treatment group and the control group (Tart 2).
Subgroup SMQ
subscale
score
0-2
3-4
5-6
7-8
9
Treatment Group (n=14) Control Group (n=8)
Sedative
subscale
0
2
1
6
5
Stimulant
subscale
0
2
6
4
2
Sedative
subscale
0
1
5
1
1
Stimulant
subscale
2
2
3
1
0
Measures
Baseline Measures
Smoking Questionnaire (Appendix 2)
This questionnaire elicits demographic details and information regarding the 
participant’s smoking history including: their usual brand; onset of smoking; number 
of cigarettes per day; motivations for quitting and; number of previous attempts to 
quit.
Smoking Motivation Questionnaire (SMQ, Russell et al, 1974). (Appendix 3)
This brief inventory comprises 24 items which load on seven primary factors: 
psychological image, hand to mouth activity, indulgent, stimulant, sedative, 
dependent and automatic and as such, is a subjective measure of participant’s 
motivation for smoking.
Dependency and Motivation Index (adapted from Jackson, Stapleton, Russell & 
Merriman 1986). (Appendix 4)
This is a 4-item scale asking specific questions which load highly onto participants 
levels of dependency on smoking and motivation to quit smoking.
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Expired Carbon Monoxide
Expired breath carbon monoxide was measured using a Bedfont EC50 Micro III 
Smokerlyser. This provides a digital measure of the concentration of carbon 
monoxide in a person’s expired breath, which is sensitive to smoking and correlates 
around +0.95 with blood carboxyhaemoglobin levels. Non smokers typically have 
levels below 5 ppm (parts per million) and smokers are typically in the 11-50 ppm 
range.
Information was also collected concerning each participant’s medical history and 
details o f their General Practitioner (Appendix 5).
Repeated Measures
Mood State Questionnaire (MSQ)
This measure was derived from the Short Adjective Check List (SACL; Mackay et al, 
1978). The first two questions were chosen for their high loading on the SACL 
'stress' factor, while the latter two questions load highly on the 'arousal' factor. This 
subjective measure of stress and arousal levels had been used in the studies by Parrott 
and colleagues discussed above.
The bipolar scales were presented as follows:
TENSE strongly slightly neither slightly strongly RELAXED
NERVOUS strongly slightly neither slightly strongly CALM
ENERGETIC strongly slightly neither slightly strongly TIRED
ALERT strongly slightly neither slightly strongly DROWSY
Participants were requested to complete the MSQ immediately before and 
immediately after nicotine intake, at four points over one day (the first nicotine intake 
of the day, one at mid-day, one at 6 p.m. and the last nicotine intake o f the day). 
Participants were asked to complete this measure on the same day o f the week for 
four or five weeks, (control group and treatment group respectively). Participants
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smoked their usual brand of cigarettes when completing the cigarette version of the 
MSQ (Appendix 6). The treatment group completed a revised version of the MSQ, 
relating to the use of the inhaler (Appendix 7) once they had stopped smoking 
cigarettes.
Each continuum was scored on a 5 point Likert scale ranging from 5 to 1. An overall 
stress score was obtained by combining the tense-relaxed and nervous-calm scores. 
The overall arousal score was similarly obtained by combining the energetic-tired and 
alert-drowsy scores. Thus, the overall stress and overall arousal scores each ranged 
from 2-10.
Withdrawal Symptoms Questionnaire (Appendix 8)
Withdrawal symptoms were assessed using a self-completion questionnaire, similar in 
format to that used by West, Hajek & Belcher, (1987). This measure requested 
participants to endorse their experience of common withdrawal symptoms on a 5 
point Likert scale from 'not at all' (1) to 'extremely' (5). The endorsement was 
retrospective and related to their experiences of withdrawal symptoms of the previous 
week.
Inhaler Questionnaire (Appendix 9)
This measure was administered to the treatment group only. Following West et al 
(1987), participants were requested to endorse on Likert scales: how difficult they had 
found it not smoking that week; how often they had felt the urge to smoke; how 
strong their urges had been; how helpful the mhaler had been in stopping them 
smoking and; how much the inhaler had relieved their cravings for cigarettes.
The treatment group were also requested to report on how many days, in the last 
week, that they had used the inhaler, give reasons if they had not used it every day 
and to state how many cartridges they had used per day. A further section of this 
measure asked the participants to indicate on visual analogue scales, how pleasant 
they had found using the inhaler and how confident they were that they would not 
smoke the following week.
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Smoking Abstinence
Treatment group participants were requested to self-report if they had smoked any 
cigarettes over the previous week and, if so, how many cigarettes they had smoked. 
For this study, relapse was defined as more than 5 cigarettes over a week. A more 
objective assessment of smoking abstinence was also made by weekly measurements 
of participant’s expired carbon monoxide concentrations, (Jarvis, Russell & Saloojee, 
1980). With this measure, abstinence was defined as an expired carbon monoxide of 8 
ppm or below (Doherty, Kiimunen, Militello & Garvey, 1995).
Procedure
Potential participants for the treatment group attended an assessment session during 
which: they received and read the participant’s information sheet (Appendix 10) 
written informed consent was obtained (Appendix 11), eligibility via the exclusion 
and inclusion criteria was established, (Appendix 12) and all baseline measures were 
completed. Each treatment-group participant’s GP was then informed that his or her 
patients were about to start using the Inhaler and the GPs’ consent was also requested, 
(Appendix 13). The same information was obtained from the participants for the 
control group with the exception of liasing with control-group participants’ GPs. This 
was due to the fact that the control group was not actually changing their smoking 
behaviour in any way. The control group were given an adapted version of the 
participant’s information sheet (Appendix 14).
The treatment group participants were invited to attend a weekly “stop smoking 
support group” for 6 weeks. The first week was a preparation session, during which 
participants were shown a video describing how to use the inhaler and any of their 
queries were answered. In the week between this preparation session and stopping 
smoking, the treatment group completed the cigarette version of the MSQ. This data 
was used in the analysis for Part 1 of the study. The treatment group then stopped 
smoking cigarettes on the morning of the second support group session and started to 
use the inhaler. The treatment group completed all the repeated measures discussed 
above and completed the revised version of the MSQ on a weekly basis.
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After completion of the baseline data, the control group completed the cigarette 
version of the MSQ as described above for four weeks. They also completed the 
withdrawal questionnaire on a weekly basis.
Summary of group treatment format and content:
Group support was used to help people maintain the willpower to get through the 
difficult first few weeks of smoking cessation. The group format was based on a 
paper by Hajek (1985). The group met once a week, on the same day of the week, for 
6 consecutive weeks. The first group session was a preparation session and included 
the dissemination of information on how to use the inhaler. It also required 
participants to disclose their motivations for quitting. The first group session was 
seen as important in that it sets the tone for subsequent group sessions. Therefore, the 
ethos of this first session was on planning to quit smoking completely and 
concentrated on generating an expectation of success. One aim of the group is that 
members would support each other’s efforts and simultaneously, gain ftom each 
other’s experiences.
Group cohesion was encouraged from the first session by arranging the seating in a 
circle and by getting the participants to write their first name on a large card, which 
was then placed on the floor in front of them, so that the other participants could see 
it. Although the role of the facilitator was to give structure to and maintain a focus to 
the group, the emphasis was very much on facilitating the members to offer advice to 
each other, rather than being ‘lectured at’ by the facilitator. The first session closed 
with the reminder that the participants were to stop smoking on the morning of the 
following session.
The subsequent group sessions consisted of each participant reporting to the group 
how many cigarettes they had smoked, if any, their experience of using the inhaler 
that week, and their general experiences over the previous week. Praise was given to 
those members who had not made any slips in the previous week These sessions also 
offered the opportunity to discuss withdrawal symptoms and their usual duration, how 
to deal with difficult situations, such as friends/family members who smoke and who
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offer the participants cigarettes and how to cope with the novelty of using a NRT 
product in public.
As the group sessions progressed, slightly different issues were addressed, i.e. how to 
maintain one’s initial enthusiasm for stopping smoking, once the novelty had worn off 
and how to avoid the “just one cigarette won’t hurt” mentality. Each group session 
was ended with the participants being encouraged to make a pledge to the group that 
they would not smoke a cigarette over the following week. The last session was 
slightly different, it took the form of a celebration of abstinence for a month, with 
drinks and snacks being provided. Issues raised for discussion during this session, 
included: how long to expect the craving sensations to last; how to deal with 
increased hunger and weight gain; high risk situations to be aware of and planned for 
and; the method and timing of reducing inhaler use.
The nicotine inhaler.
The NRT product used by the treatment group was the Nicorette® Inhaler. The 
inhaler consists of a plastic, cylinder-shaped mouthpiece and a cartridge containing a 
polythene porous plug impregnated with nicotine. Each inhaler cartridge contains 10 
mg of nicotine, of which 5mg is available for inhalation. One puff of the mhaler 
delivers approximately 13pg of nicotine. Ten puffs are approximately equivalent to 
one puff from a cigarette. The inhaler does not provide the high nicotine peaks that 
are achieved soon after smoking a cigarette. Instead, nicotine levels following self- 
administration of the inhaler are approximately one-third of those achieved by 
cigarette smoking (Lunnell, Molander, Leischow & Fagerstrom, 1995). Due to the 
available content of nicotine in each cartridge, the same cartridge can be used for 2-4 
twenty minute puffing sessions before switching to a new one. Inhaling through the 
device causes air saturated with nicotine to be absorbed mainly in the oral cavity. It 
was designed to reheve withdrawal and craving while weaning from high smoking 
levels.
250
Large Scale Research Project -  Year III
Design and Analysis
Part 1
This section of the study was concerned with the effects of cigarettes on stress 
modulation and arousal modulation over one day. To conduct this exploration, data 
that was collected from all participants who had volunteered to take part in the 
treatment group prior to stopping smoking and from the first week s MSQ completed 
by the control group was used (n=26). Three, separate, one-way ANOVAs showed 
that the three different groups from which this data was collected (people who opted 
out, the treatment group and the control group) were similar regarding the number of 
years they had smoked cigarettes {F = 1.03; d f=  2, 26; P = 0.371) and their self­
perceived level of dependency { F  = 0.25; d f — 2, 25; P  = 0.77). The control group 
smoked fewer cigarettes per day than the other two groups {F =3.96; df=  2, 24; P  = 
0.034). Yet, as all groups smoked at least 4 cigarettes a day, they fulfilled the 
requirements needed to complete the cigarette version of the MSQ over one day of 
normal smoking.
This data was analysed using a repeated measures ANOVA with two factors, nicotine 
status (pre and post nicotine) and time of day (with four assessment points, first 
cigarette of the day, 12 p.m., 6 p.m. and last cigarette of the day). The arousal data 
and the stress data were analysed separately as the literature suggests they are 
independent factors.
Pearson’s product moment correlation analyses were conducted between
(a) the SMQ sedative subgroups and the average magnitude of stress modulation 
shown by the cigarette smokers over the day and
(b) the SMQ stimulant subgroups and the average magnitude of arousal modulation 
shown by the cigarette smokers over the day.
Part 2
This section of the study is concerned with comparing the stress modulating and 
arousal modulating properties of the nicotine inhaler with that of cigarettes. It also 
addressed the potential development of mood-altering effects of the inhaler over the
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four weeks of use. The data collected over the four weeks of mhaler use from the 
treatment group was compared with the data collected over four weeks of cigarette 
smoking (control group) to assess the developmental effects of mood modulation with 
the inhaler. This data was analysed using a mixed measures factorial ANOVA with 
one ‘between subjects’ factor (mode of nicotine: cigarettes vs. inhaler) and three 
‘within subjects’ factors (nicotine status: pre and post nicotine intake; time of day 
and; week).
An additional fimction of including a control group was to estabhsh the inherent 
variability of the dependent measure. This was incorporated so vahd conclusions 
could be drawn about the inhaler’s effect on mood, by eliminating the confounding 
hypothesis that the results obtained from the treatment group are merely a function of 
completing the same measure on numerous occasions. Therefore, the control group 
controls for practice effects on the MSQ and for time.
Pearson’s product moment correlation analyses were conducted between
(a) the SMQ sedative subgroups and the average magnitude of stress modulation
(over the four weeks) shown by the control group and the treatment group
combined together and
(b) the SMQ stimulant subgroups and the average magnitude of arousal modulation
(over the four weeks) shown by the control group and the treatment group
combined together.
Part 3
Baseline mood data and data on symptoms known to increase during nicotine 
withdrawal had been collected at the onset of the study from both the control and 
treatment group. This information was subsequently collected over the course of the 
study. Repeated measures ANOVAs were conducted on this data both within groups 
(inhaler users only) and between groups (inhaler users vs. cigarette smokers) with the 
week as the repeated within subjects factor.
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Results
Part 1
26 participants completed the cigarette version of the MSQ. This group consisted of 
14 participants who went on to use the inhaler; all 8 participants from the control 
group (their first completed MSQ was used for Part I analysis) and; 4 participants 
who opted out of trying the inhaler, as mentioned above. The demographic and 
smoking characteristics of this sample can be seen in Table 1.
Feelings o f stress were significantly affected by drug (F = 10.64; d f=  I, 25; P = 
0.003) and time (F = 12.27; df=  3, 75; P = 0.001). Stress was higher pre-smoking 
than post-smoking and reduced over the day, (see figure 1). None of the other stress 
effects were found to be significant with the ANOVA.
Figure 1. Mean stress scores before and after smoking the first, the last and two 
intermediate cigarettes fat around 12 noon and 6 p.m.l of the dav.
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Feelings of arousal were significantly affected by drug (F=8.13; (^=1,25; P = 0.009), 
time (F  =27.17; 4^= 3, 75; P  < 0.001) and drug x time interaction (F =  5.79; # = 3 ,  
75; P<0.001). Arousal was lower pre-smoking than post-smoking and demonstrated 
an inverted-U pattern of change over the day (see figure 2). The drug x time 
interaction reflected the comparatively larger arousal change following the first 
cigarette of the day (see figure 2).
Figure 2. Mean arousal scores before and after smoking the first, the last and two 
intermediate cigarettes (around 12 noon and 6 p.m.) of the dav.
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No significant correlations were found with a Pearson’s r correlation analysis, either 
between the participants SMQ sedative subscale scores and the magnitude of stress 
modulation obtained by cigarette smoking (r = 0.28; P = 0.18) or between the 
participants SMQ stimulant subscale scores and the magnitude of arousal modulation 
obtained by cigarette smoking (r = 0.13; P  = 0.55).
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Part 2 
Stress
Two participants in the inhaler group smoked ten and twenty cigarettes respectively in 
the third and fourth week of inhaler use. As this degree of relapse was above the cut­
off point previously specified, these two sets of data were removed from the analyses. 
This left 12 participants in the inhaler group, 6 of whom were male and the other 6 
were female. The revised inhaler group’s age ranged from 22 to 62 years, with an 
average of 39.1 years (± 14.6), they had smoked on average, 20.6 cigarettes a day (± 
4.4), with a range from 13 to 30 cigarettes. The revised inhaler group had been 
smoking for 24 years on average (± 13.9), ranging from 4 to 44 years. The 
membership, demographics and smoking characteristics of the control group 
remained the same and have been described previously (table 1).
There was no significant difference between the inhaler group and the cigarette 
smoking group regarding their general stress levels over the course of the study {F = 
0.38; d f = 1, 18; P  = 0.847). This non-significant result suggests that the inhaler 
group did not experience an increase in general stress levels by using the inhaler.
Feelings of stress were significantly affected by time (P = 25.74; = 3, 54; P  =
0.001), drug (P =  10.51; d f= l, 18; P  = 0.005), drug x group interaction (F=  8.46; d f  
= 1, 18; P  = 0.009), week x drug interaction (F=  2.78; df=  3, 54; P  = 0.05).
Generally stress was higher pre-nicotine than post-nicotine and reduced over the day. 
The group x drug interaction reflects that the inhaler group generally experienced a 
larger reduction in stress after obtaining nicotine, compared to the cigarette smokers. 
The drug x week interaction reflects a general trend for a larger stress modulation 
effect to be found in the first two weeks of the study.
The stress modulation effects found in the treatment group and the control group, over 
the four weeks of the study can be seen in figures 3 — 10. The data obtained from the 
control group shows inconsistent patterns over the course of the study. This 
variability may be due to the small sample size.
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Figure 3
Pre and post nicotine stress scores obtained
from treatment group during the first week of inhaler use
2
nicotine status
p o s t - n i c o t i n e
Figure 4
Pre and post nicotine stress scores obtained 
from cigarette smokers, week 1.
2
nicotine status
Time of day Time of day
Figure 5
Pre and post nicotine stress scores obtained 
from inhaler group, week 2.
2
drug status
Figure 6
Pre and post nicotine stress scores obtained 
from cigarette smokers, week 2.
2
nicotine status
Time of day Time of day
Figure 7
Pre and post nicotine stress scores obtained 
from inhaler group, week 3.
2
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p r e - n i c o t i n e
p o s t - n i c o t i n e
Figure 8
Pre and post nicotine stress scores obtained 
from cigarette smokers, week 3.
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Figure 9
Pre and post nicotine stress scores obtained 
from inhaler group, week 4.
2
nicotine status
p o s t - n i c o t i n e
Figure 10
Pre and post nicotine stress scores obtained 
from cigarette smokers, week 4.
2
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p r e - n i c o t i n e
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Arousal
The between-subjects analysis revealed that there was no significant difference 
between the inhaler group and cigarette smokers, regarding their general levels of 
arousal, over the course of the study (F = 3.94; d f=  1, 18; P  = 0.063, n.s.). This 
suggests that using the inhaler did not alter the inhaler group’s basal levels of arousal.
Feelings of arousal were significantly affected by: time (F = 41.54; d f  = 3, 54; P = 
0.001), drug (F =  15.09; df=  1,18; P  = 0.001); week (F =  3.52; df= 3, 54; P= 0.021); 
drug X  time interaction (P = 15.14; df=  3, 54; P  = 0.001); time x group interaction (P 
= 3.62; d f = 3, 54; P = 0.001); week x drug interaction (P  = 3.27; d f=  3, 54; P = 
0.028) and; by a three way interaction (week x drug x group), (P =3.03; df=  3, 54; P 
= 0.037).
Arousal was lower pre-nicotine than post-nicotine and demonstrated an inverted-U 
pattern of change over the day, a larger arousal modulation effect was found after the 
first administration of nicotine of the day. The time x group interaction reflects that 
cigarette smokers’ arousal level was significantly lower in the latter half o f the day, 
compared to the inhaler group. General levels of arousal varied over the course of the 
study with the arousal levels being significantly lower in week 2. This effect was also 
reflected in the drug x week interaction, which indicates that the pre-nicotine arousal 
level in week 2 was significantly different from the other weeks. The three-way 
interaction (week x drug x group) again reflects these results and goes on to clarify 
that the cigarette smokers had significantly lower pre-nicotine arousal levels during 
week 2.
The arousal modulation effects found in the treatment group and the control group, 
over the four weeks of the study, can be seen in figures 11-18.
257
Large Scale Research Project -  Year III
Figure 11
Pre and post nicotine scores on arousal obtained 
from treatment group during the first week of inhaler use.
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Figure 12
Pre and post nicotine scores on arousal obtained 
from cigarette smokers, week 1
2
nicotine status
p r e - n i c o t i n e
Time of day Time of day
Figure 13
Pre and post nicotine scores on arousal obtained 
from inhaler group, week 2
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Figure 15
Pre and post nicotine scores on arousal obtained 
from inhaler group, week 3
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Figure 14
Pre and post nicotine scores on arousal obtained 
from cigarette smokers, week 2
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Figure 16
Pre and post nicotine scores on arousal obtained 
from cigarette smokers, week 3
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Figure 17
Pre and post nicotine scores on arousal obtained 
from inhaler group, week 4
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Figure 18
Pre and post nicotine scores on arousal obtained 
from cigarette smokers, week 4
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The correlation analyses conducted did not reveal any significant relationship between 
the sedative subgroups and the observed degree of stress modulation ( r  = -0.14; P  = 
0.57) or the stimulant subgroups and the observed degree of arousal modulation ( r = 
-0.34; P  = 0.88).
Part 3
Withdrawal Svmntoms
A between-groups repeated measures ANOVA indicated that there was no statistically 
significant difference between the self reported withdrawal symptoms obtained over 
the course of the study, (F = 1.78; d f=  4, 72; P= 0.142). The interaction between 
group X week was not significant either, (F=  1.73; df=  4, 72; P  = 0.154).
Figure 19. Mean withdrawal svmptom scores in the treatment group (who stopped 
smoking and started using the inhaler at week 21 and the control group (continued 
smoking normallvl over the five weeks of the study.
GROUP
Treatment Group 
Control Group
WEEK NUMBER
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Although the data collected from the inhaler group indicated an increase in self- 
reported withdrawal symptoms as indicated in Figure 19 above, this trend was not 
statistically significant.
Inhaler questionnaire
Expired carbon monoxide was significantly affected by week (F=  30.46; df=  4, 24; P 
= 0.001), expired CO levels reduced significantly once the inhaler group had stopped 
smoking and started to use the inhaler and continued to stay very low over the rest of 
the study, (see figure 20).
Figure 20
Expired carbon monoxide levels
of the treatment group
20 -
Time course of the study
The average number of inhaler cartridges used per day was also significantly affected 
by week, (F = 9.73; d f = 3, 15; P  = 0.001), with the mean number of cartridges 
steadily reducing over the course of the study (see figure 21).
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Figure 21
Mean number of inhaler cartridges used per day 
by the treatment group, over the study
a  3.0-
I  2.5
week 4week 3week 2week 1
Week number
The participants’ reported ‘difficulty in stopping themselves smoking’ gradually 
reduced for the inhaler group, over the four weeks of the study { F  = 5.26, d f= 3 , 15; 
P = 0.011). The proportion of time that the participants felt the urge to smoke 
reached borderline significance, over the four weeks {F= 3.27; df=  3, 15; P  = 0.051), 
with a steep reduction in the proportion of time from week 2 onwards. The strength 
of the urges to smoke significantly reduced in the second half of the study (F = 7.30; 
df= 3, 15; P  = 0.003) and the participants confidence that they would not smoke the 
following week gradually increased over the study (P =  3.52; df=  3, 15; P  = 0.041). 
The inhaler group consistently reported that: the inhaler had been “very helpful” in 
enabling them to stop smoking in the previous week and; that the inhaler had relieved 
their craving for cigarettes “quite a bit”.
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Discussion
Part 1
Cigarette smoking reduced feelings of stress and general levels of stress were found to 
reduce over the course of the day. These findings were consistent with the results of 
O’Neill & Parrott, (1992) and Parrott, (1993, 1994). The decrease in stress levels 
over the day may reflect the accumulation of nicotine over the 24 hours.
General levels of arousal followed an inverted-U pattern, which is consistent with the 
circadian rhythm literature (Folkard, 1983) and has been detected in other studies of 
the cigarette smoking and arousal relationship (O’Neill & Parrott, 1992; Parrott, 1993, 
1994a; Parrott & Joyce, 1993). The specific effect of smoking cigarettes was to 
increase levels of arousal, with the first cigarette of the day leading to a larger 
increase in arousal than at the other measurement points. These findings are also 
consistent with O’Neill & Parrott (1992) and Parrott (1993, 1994a). The large, early 
morning arousal modulation effect was considered in these papers to reflect the larger 
withdrawal-effect following overnight nicotine deprivation.
The findings of this study are therefore consistent with the premise that mood control 
has an important role to play in nicotine addiction, with cigarette smoking leading to 
positive subjective mood states (i.e. reduced stress and increased arousal). Figures 1 
and 2 indicate that the mood effects of cigarettes are transient; the levels o f stress and 
arousal, increased and decreased respectively, from post-cigarette levels, until the 
next cigarette was smoked. This effect is consistent with the findings reported by 
O’Neill & Parrott (1992) and Parrott (1993, 1994a), where it was interpreted as 
indicating that the reason people smoke is to forestall these negative mood states. The 
findings of this study, regarding the effects of cigarette smoking on subjective levels 
of stress and arousal, (the first replication conducted in a research centre other than 
Parrott’s), were consistent with previous research, which gives extra credibility to 
Parrott’s findings. As such, this study lends support to the notion of cigarette 
simultaneously affecting subjective levels of stress and arousal in disparate ways that 
constitute an inverse relationship, and to the notion that mood control may be an 
important factor to consider in the maintenance of nicotine addiction.
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Part 2
Stress
Using an inhaler to obtain nicotine did not alter the inhaler users’ general levels of 
stress over the course of the study, which suggests that this nicotine replacement 
product is a useful aid in stress control whilst quitting smoking. For both the inhaler 
group and the cigarette smokers, obtaming nicotine led to a reduction in stress levels. 
Although both groups’ general levels of subjective stress were high in the first part of 
the day, these levels gradually reduced over the rest of the day. These findings are 
consistent with the findings of O’Neill & Parrott (1992) and Parrott (1993, 1994a) 
concerning the effects of smoking cigarettes on levels of stress.
Figures 3-10 clearly suggest that the treatment group obtained a larger degree of stress 
modulation from the inhaler, compared to the control group, especially in the first two 
weeks of the study. This effect, however, did not reach statistical significance. This 
trend could be explained by taking the increase in withdrawal symptoms in the first 
two weeks, into account. The cessation of smoking led the treatment group to 
experience a trend in more withdrawal symptoms in the first half of the study. This 
may imply that the inhaler group was under-dosing regarding the number of 
cartridges and associated intake on nicotine required to abate the withdrawal 
symptoms. This may imply that there was therefore, a greater potential for change on 
the stress measure, although it must be reiterated that no statistically significant 
difference was found between inhaler users and cigarette smokers regarding 
withdrawal symptoms.
Arousal
The use of the inhaler was not detrimental to participant’s general levels of arousal 
over the course of the study and an inverted-U pattern of arousal change was detected 
over a day. As was found with cigarette smoking, using the inhaler to obtain nicotine 
led to an increase in subjective levels of alertness and energy, with the first nicotine 
dose of the day producing the largest arousal increase. These findings are consistent 
with previous research on the relationship between cigarette smoking and arousal 
(O’Neill & Parrott, 1992; Parrott, 1993, 1994) and indicate that the inhaler is able to
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produce the same normalisation fimction on arousal levels as cigarettes.
Neither Part I nor Part II of this study produced any evidence of a monotonie 
relationship between SMQ sedative subscale scores and magnitude of stress 
modulation and SMQ stimulant subscale scores and the magnitude of arousal 
modulation respectively.
Part 3
This study demonstrated that a transient experiencing of withdrawal symptoms was 
evident when initially using the inhaler, which may imply that the treatment group 
were not administering sufficient nicotine to forestall the withdrawal symptoms. 
However, these symptoms quickly abated and became indiscernible from the level of 
symptoms experienced by cigarette smokers. This result would suggest that the 
inhaler is a usefiil tool to abate withdrawal symptoms whilst quitting smoking. It 
would be important, however, to consider the role that withdrawal symptoms had to 
play for those people who dropped out of the study after using the inhaler for a short 
time. If it was possible to incorporate these people’s experiences into the analysis, 
there may have been a significant difference between those who used the inhaler and 
those who continued to smoke cigarettes.
However, this suggestion could not be confirmed as there was no control group of 
people giving up smoking without the aid of nicotine replacement products, or with 
placebo inhalers. This would be a useful aspect to include in any replication of this 
study, as it would allow one to compare the onset, type and course of withdrawal 
symptoms between groups using and not using the inhaler (or using a nicotine or 
placebo inhaler) and allow one to make justified conclusions about the efficacy o f the 
inhaler in abating withdrawal symptoms.
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General Discussion
The results of this study suggest that the inhaler functions very much like a cigarette 
in its ability to modulate negative moods and to limit the negative experience of 
withdrawal symptoms. This finding provides fiirther evidence that it is the nicotine in 
tobacco that people smoke for, in order to obtain these psychological effects. Indeed, 
the inhaler seems to be able to produce these mood effects as soon as it’s use is 
commenced. It was an unexpected finding that the inhaler would produce these 
effects on mood immediately. It was expected that the treatment group would 
associate mood modulation effects with gaining nicotine from the inhaler, over a 
period of time, through a process of conditioning. Instead, it appears that the mood 
modulating effects found with cigarette smoking are immediately transferred over to 
the nicotine inhaler dehvery system.
Such results highlight the possible role of demand characteristics and expectancy 
effects in producing subjective mood modulation effects, whilst obtaining nicotine. 
For example the results may have arisen due to the fact that people were being asked 
to report on their levels o f ‘stress’ and ‘arousal’, leading people to complete the forms 
as they believed they should be completed. Similar patterns of change over the day 
and modulation with each nicotine intake possibly may have occurred whatever 
feeling state the participants were requested to consider.
There is however, another explanation for this unexpected result, based on learning 
theory. Cigarette smoking is a complex behaviour that over time becomes powerfully 
conditioned by various conditioning mechanisms. Russell (1976) commented that 
smoking each cigarette, and indeed each inhalation, may mark a distinct and regular 
association of the behaviour with the delivery o f nicotine, which directly reinforces 
smoking behaviour, through its effects on the brain. Throughout the smoker’s normal 
day, there are a huge number of these pairings, all smoking behaviours are repeatedly 
reinforced which means they become powerfully entrenched (Hunt & Matarazzo, 
1970). This conditioned effect has been observed in other appetitive behaviours 
(Siegal, 1988), in that the paraphernalia and rituals of drug taking can themselves 
produce the effects of the drug, even when the primary source of the reward is absent
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and this effect has also been found in studies of obesity (Rodin, 1978).
As cigarette smoking occurs frequently and has a short time between response and 
reinforcement, the reinforcing effects of nicotine may become conditioned to other 
cues (Niaura, Rohsenow, Binkoff, Monti, Pedrezza & Abrams, 1988). Indeed, there 
is evidence that the sensory and motor aspects of cigarette smoking and the effects of 
various smoke constituents, including nicotine, in the mouth, nose and throat develop 
reinforcing properties, as these cues become discriminative stimuli for nicotine 
delivery (the primary reinforcer), (Butscky, Bailey, Henningfield & Pickworth, 1995; 
Herskovic, Rose & Jarvik, 1986; Rose & Hickman 1987; Rose & Levin, 1991; Rose, 
Zinser, Tashkin, Newcomb & Ertle, 1984; USDHHS, 1988; Westman, Behm & Rose, 
1996)
The evidence collated by these studies challenge the notion that the subjective effects 
obtained from smoking a cigarette are all directly attributable to the nicotine absorbed 
from that cigarette. Instead, they promote the idea that the reinforcing subjective 
effects of nicotine have become associated to the sensory (such as harshness in the 
throat) and motor (hand-mouth activity) aspects of smoking, rather than to the 
nicotine per se. These discriminative stimuli become a strong signal of the presence 
of nicotine, even when the primary reinforcer is absent, (Goldfarb, Jarvick & Glick, 
1970) and produce the learned subjective effects, as a conditioned response.
Nicotine replacement dehvery systems, until now, have not incorporated these 
sensory and motor aspects, which may partly explain why they have not been able to 
produce the mood-enhancing effects observed by the sensations from cigarette 
smoking. Butchsky et al (1995) suggested that smoking cessation aids that provide 
sensory stimuli, whilst safely mimicking the effects of tobacco may be useful in 
sustaining tobacco abstinence. The nicotine inhaler had been specifically designed to 
address the behavioural and sensory stimuli offered by cigarette smoking, in the form 
of a harshness at the back of the throat during inhalation and the hand-mouth activity 
required to obtain nicotine.
It may be the presence of these sensori-motor cues that elicited the conditioned
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responses o f mood modulation, found in the participants of this study. In essence, the 
smoker has learned that such side effects are nicotine cues, which have gradually 
come to be perceived as positive effects themselves (Foulds, 1997). If it is through 
this mechanism, that the mood-modulating effects observed in this study occurred, 
then questions are raised about the potential abuse liability of the mhaler regarding 
subjective effects.
It has been acknowledged that the high abuse liability of cigarettes is partly 
determined by the drug delivery system and their sensory characteristics (USDHHS,
1988). These observations have been documented in studies of the role of the drug 
delivery system itself, as a factor in abuse liability, for cocaine, heroin and other drugs 
of abuse (Childress, McLellan, Ehrman & O’Brien, 1988). The same processes may 
also be involved in the dependency on benzodiazepines amongst anxious patients 
(Woods, Katz & Winger, 1987) and on opioids among patients with chronic pain
(Tennant & Uelmon, 1983).
Abuse liability of psychoactive substances is partially related to the bioavailability of 
the drug and the speed of its delivery (Le. to the kinetics of the drug delivery system, 
Farre & Cami, 1991). For example, rapid delivery routes of cocaine administration 
are of greater abuse liability than the slower forms of delivery (Johanson & Fischman,
1989). Regarding nicotine, slower delivering nicotine systems appearing to be have 
substantially lower abuse liability than more rapid delivering systems. NRT delivers 
nicotine more slowly and at a lower dose level than tobacco-inhaled smoke and 
therefore the abuse liability of NRT delivery systems are substantially lower than of 
tobacco based nicotine delivery systems (Henningfield & Keenan, 1993). The 
nicotine patch dehvers nicotine very slowly and there have been no reports of 
dependence in the literature (Henningfield, 1995). The nasal nicotine spray delivers 
nicotine the most rapidly of all the NRT products and this product has been found to 
produce nicotine dependence in a large proportion (43%) of users who were abstinent 
from smoking cigarettes (Sutherland, Stapleton, Russell, Jarvis, Hajek, Belcher & 
Feyerabend, 1992). The nicotine gum preparations and the nicotine inhaler have 
similar profiles of nicotine delivery rate, in that nicotine is delivered at an 
intermediate rate compared to other NRT products and cigarette smoking. As such.
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these products should have a lower potential for producing dependence.
Therefore, on the surface, there is little danger of abuse liability with the nicotine 
inhaler. However, it has been highlighted by Henningfield & Keenan (1993) that 
inhaler nicotine delivery systems, though low in dose of nicotine delivered, are high 
in conditioned and/or peripheral effects that are considered desirable to cigarette 
smokers (Nemeth-Coslett, Henningfield & MacBride, 1987). It is plausible that the 
inhalation route optimises the reinforcing effects of the substance by sensory effects. 
By providing nicotine in a form that also offers the sensori-motor components offered 
by cigarette smoking, which have developed into discriminative stimuli for nicotine, 
there is an increased potential that this nicotine dehvery system will serve as a 
primary addicting agent.
Long term use of the inhaler may not be harmfiil, as it delivers lower levels of 
nicotine and there is an absence of carbon monoxide, carcinogens and tar (Benowitz, 
1988). Benowitz, Porchet, Scheiner & Jacob (1989) however, found that the long­
term use of nicotine gum does have some adverse health effects. These adverse 
effects may also become evident with the inhaler. The potential for developing health 
problems with long-term use of the inhaler has not yet been clarified.
If the findings in this study, that the nicotine inhaler immediately takes over the effect 
of subjective mood modulation, are due to conditioned responses to sensory and 
motor cues derived from cigarette smoking, there is a potential that people quitting 
cigarette smoking, may become dependent on the inhaler, to provide these subjective 
effects. Placebo controlled studies have shown that the number of cartridges used per 
day declined over the study period, which indicates low potential for dependence 
((Tonnesen et al, 1993). The same study also revealed that only 10% of the 
participants were still using the inhaler beyond the recommended duration. Although 
this figure seems low, it would be prudent to assess what factors are maintaining this 
extended inhaler use, to rule out dependency on the inhaler for its subjective, 
psychological effects.
An alternative explanation of the immediate mood modulating effects found amongst
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inhaler users in this study is based on modem adaptations of the learning theory 
(Gray, 1975) and turns to the role of social-cognitive factors in maintaining appetative 
behaviours. Social Learning Theory (Phares, 1972; Bandura 1977) places more 
emphasis on the cognitive expectations of reward and punishment when 
contemplating appetitive behaviours. The importance of expected effects has been 
demonstrated with alcoholics (McGuire, Mendelson & Stein, 1966; Marlatt, 
Demming & Reid, 1973; Stockwell, Hodgson & Rankin, 1977; Vuchinich, Tucker & 
Sobell, 1979), beyond any pharmacological effects. This principle has also been 
demonstrated with excessive sexual arousal (Briddell, Rimm, Caddy, Krawitz, Sholis 
& Wunderlin, 1978). The studies by Butscky et al, (1995) and Westman et al (1996) 
could also be constmed as evidence for expectancy effects of nicotine on behaviour 
and physiology.
If the smoker learns, through a process of intermittent reinforcement, that cigarette 
smoking helps to relieve negative moods, he or she develops outcome expectancy 
beliefs, i.e. that obtaining nicotine will lead to a better affective state (Rotter, 1954). 
Humans also have a general tendency towards affective-behavioural-cognitive 
consistency (Ostrom, 1969) and thus if they expect the obtaining of nicotine to lead to 
better mood, they constme and perceive its effects in this manner, in a way that has 
nothing to do with any pharmacological effect of the dmg.
Whereas, well designed experimental studies can control for the expectancy effects, 
Vuchinich & Tucker (1980) commented that it is difficult to constme a sophisticated 
design methodology to control for ‘cognitive labelling’, whereby a person attributes 
or misattributes non-specific, physiological sensations produced by a dmg in terms of 
the circumstances surrounding dmg use (Schachter & Singer, 1962). The smoker 
may perceive an ambiguous, internal, psychophysiological state and through the 
process of generalisation interprets this as the need for nicotine. This process acts as 
a form of ‘rehearsal’ of anticipated positive outcomes from behaviour and contributes 
to the cognitive and perceptual biases formed around subjective expectations. Such 
social cognitive processes as attributions and appraisal help to explain why the 
smoker or, in the case of this study, the inhaler user, achieves the subjective effects he 
desires. These are two of the possible psychological explanations for the findings of
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this study, that independent and disparate arousal and stress modulating effects can be 
detected in cigarette smokers and nicotine inhaler users.
This current study could have been improved in several ways. Although significant 
results were found with small samples in this study, it would be beneficial to increase 
the sample size. As the time scale of withdrawal effects, was so transient, it may have 
been more usefiil to conduct multiple measures of withdrawal symptoms, within the 
first week, to clarify the onset, type and course. Pomerleau (1997) has commented 
that there are multiple reasons for obtaining nicotine, e.g. social reasons, 
pharmacological reactions. The mood modulation effects of cigarettes and other 
delivery systems of nicotine are therefore only a small piece of the wider picture of 
nicotine addiction.
Comparing cigarette smoking with an inhaler delivery system regarding effects on 
mood causes some difficulties as there are differences in the speed with which each 
system delivers nicotine to the blood and the brain. With cigarettes, the effect in felt 
within 10 seconds, with the inhaler the highest level of nicotine in blood is after 
intensive use (e.g. 20 minutes of inhaling). Within this latter time fi*ame, there is 
more possibility for other environmental factors to be affecting stress and arousal 
levels for the inhaler group (possible confounding elements).
The biggest criticisms of this study and of Parrott’s studies are the lack of control 
groups. In this study, having a control group of smokers giving up cigarettes without 
NRT, or using placebo inhalers, would help clarify the course and severity of 
withdrawal symptoms. Also the lack of placebo inhaler and nicotine firee cigarettes in 
this study make it difficult to clarify if the observed mood effects are a direct effect of 
the drug, nicotine. It is imperative that any future replications of this study 
incorporates a double blind, randomised, placebo design, whether the mood effects of 
cigarettes or the inhaler are explored. This methodology is the only way forward, to 
explain the subjective effects of nicotine on mood.
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Conclusion
The current study has been a step forward in the acquisition of knowledge about the 
mood effects of nicotine. This study constitutes the first replication of Parrott’s 
studies that nicotine from cigarettes affects stress and arousal, simultaneously and in 
opposing ways. This study has also contributed to the literature by illustrating for the 
first time, that the same mood effects can be found with a nicotine replacement 
product, immediately upon use. The role of demand characteristics, conditioning 
processes regarding sensori-motor cues and social-cognitive processes have been 
discussed with respect to the results found in this study. The results also highlight the 
utility of the nicotine inhaler in abating withdrawal symptoms upon the cessation of 
smoking. The exact role of these psychological functions in mood modulation via 
nicotine administration requires clarification by studies with a randomised control 
placebo methodology.
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England
Telephone: (01483) 300801 
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ARU Smoking Questionnaire
ftPPeMOlX 2.
Clinic:
FULL NAME:.
Client number:
F t'T st name
ADDRESS:
-  DATE:
name
DATE OF BIRTH:
8
TELEPHONE: Home 
W ork.
1) A re you . . .
2) Are you . . .  
p lea se  tick one only
3) W hich one of these descriptions  
best applies to your job, or 
applies to your last job if you 
are not working now? 
p lease  tick one only
Please explain what you do 
in your work.
M ale
Fem ale
S in g le .................................................
Married and living with spouse.
Separated or divorced..................
W id ow ed .......................................
O th er ...............
in paid employment
a h o u se w ife ............
a full-time student .
r e t ir e d ......................
“"unem ployed...............
permanently sick or disabled
Unskilled or semi-skilled worker
Skilled worker or craftsman...................
Foreman, su p erv isor ......................................
Clerical, secretaria l.........................................
Professional, m anagerial, adm inistrative 
Have never had paid em ploym ent.............
4) If you are (or have been) m arried, 
which one of these descriptions b est  
applies to your husband or w ife's present 
job, or last job if not working now?  
p lease  tick one only
Please explain w hat he/she 
does in their work.
Unskilled or semi-skilled w o r k e r ................
Skilled worker or c r a ftsm a n .......................
Foreman, su p erv isor .......................................
Clerical, secretarial.................................
Professional, m anagerial, adm inistrative  
Have never had paid em ploym ent..............
289-
î )  Are you allow ed to smoke at work? Yes w henever I w an t t o ...............
Yes, but only during breaks . .
__ 1
No, not at a ll.................................
_  2  
3
5) How old w ere you when you started  smoking regularly {one a day or more]?
(give sge in years)
7) Over the past year, how many cigarettes a day have you u su a lly  smoked?
How much does'this vary 
from day to day? The least I sm oke in a day
The m ost I sm oke in a day
i) W hat type of cigarettes do you Filter tip p ed .......................
normally smoke?
P la in ..........................
H an d -ro lled .....................
If you smoke hand-rolled cigarettes  
about how m any ounces of tobacco do 
you use per day?
1) W hat is the full brand name of 
your usual cigarette?
(For instance "Embassy” is not a fuU brand name 
but “ Embassy Extra Mild King Size" is)
Is it? Low ta r ............... 1
Low.to middle t a r ............. 2
Middle t a r .................. 3
Middle to high tar . . . . 4
High t a r .......................... 5
Don’t k n o w .................. g
Is it? King s iz e ....................... I
Regular s i z e ................ 2
Small s i z e ..................... 3
3) W hen you smoke cigarettes, A lo t .......................... 4
do you in h a le . . .
A fair am ount.................. 2
Just a l i t t l e ....................... 3
Not at a l l ..................... 4
I]  Do you sm oke. . , A p ipe.................... ....................
tick a ppropria te  boxes if you do
Cigars...........................................
If so, how much each  week? P ip e--------------------------- -- oz per week
Cigars p e r  wppV
[
4
.) How enjoyable is smoking for you? Extremely enjoyable.................. 1
Fairly en joyab le ..................... 2
Slightly enjoyable....................... 3
Not at all e n jo y a b le .................. 4
!) How unpleasant do you find it if 
you can't smoke for an hour or two? Extremely u n p le a s a n t ..........
Fairly u n p leasan t....................
Slightly u n p le a s a n t ...............
Not at all u n p le a sa n t..........
1
2
3
4
2 4
25-2;
27-28
29-3C
31-32
33
34 
□  
35-37
38
39
40
43
44-46
47
4 8
H )Do you think you are addicted  
to smoking?
Extroniely. 
Fairly . . . .  
Slightly. . . 
Not at all . 
Don't know
4E
15) If you w anted  to stop  
smoking altogether, how  
difficult would you find it?
16) W hen you w ake up do you usually sm oke 
b efore your first cup of tea  or coffee?
Very easy . . . .  
Fairly easy . . .  
Fairly difficult 
Very difficult .
5G
YES. 
NO . 51
5 2
17) On occasions w hen you c a n ’t 
smoke or you h aven ’t got any 
cigarettes (tobacco) on you, 
do you feel a craving for one? 
p lea se  tick one onip'
N e v e r ............
Hardly ever . 
O ccasionally  
Frequently . . 
A lw a y s ..........
18) Is the person who is most 
important to you a smoker?
YES. 
NO . 5 3
5 4
19) W hat does this person feel about 
your smoking?
o b jects  strongly...............
Prefers if I don’t ...............
D oesn ’t m in d ....................
Encourages me to smoke
20) About how many times have you 
tried seriously to stop 
smoking over the past 5 years?
N e v e r .................
O n ce ....................
2-4 t im e s ............
5 or more times.
21) Not counting times w hen you w ere ill 
or in hospital, w hat is the longest 
time you have ever gone without 
smoking over the past 5 years?
Less than 1 day . .
1-6 d a y s .................
1-4 w e e k s ...............
1-3 m o n th s .............
4-6 m o n th s .............
7-11 m o n th s ..........
1-3 y e a r s .................
More than 3 years
OD
22) Do you have any health  problems w hich  
you think are related to your smoking?
If the answ er is YES. are the 
problems mainly to do w ith . . .
YES. 
NO .
Your heart . . .  
Your ch est . . .  
Something e l s e ,
o/
5 6
p lease turn over
23) If you succeed  in 
stopping smoking 
altogether, do you 
think you will be 
healthier?
a) in the short-term : M uch healthier
A little healthier. 
N o difference
b) in the long-term: M uch healthier .
A little healthier. 
No d ifference
24) W hat is your main reason 
for wanting to stop smoking? 
p lea se  tick one only
Your health  
The exp en se  
It's a dirty habit 
Not fair on other people 
D on’t like being addicted  
Som e other reason
25) How much do you want to 
stop smoking altogether? Very m uch indeed  
Quite a lot 
Not very much  
Not at all
26) H ave you been feeling more 
depressed  than usual over 
the past 3 months?
Not at all 
Slightly 
Quite a bit 
Very ifiuch
64-66
27) W hat is your weight?
28) W hat is your height?
67-69
29) A re you worried about 
gaining w eight if you 
stop smoking?
Not at all w orried  
Slightly w orried  
Fairly w orried  
Very w orried
30) Do you expect to be under 
much pressure at home or 
work over the next three 
months?
Not at all 
Slightly 
Quite a bit 
Very m uch
31) Do you think you will stop 
smoking for at least a year? Definitely  
Probably  
Probably not 
D efinitely not
32) How did you find out 
about this centre? Friend
Newspaper/magazine . 
Television/radio 
A doctor 
Other
If ‘other’ please say how.
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ARU SMOKING MOTIVATION QUESTIONNAIRE 6/89
DATE
NAME AGE SEX CIGARETTE CONSUMPTION
H ere a re  so m e s ta tem en ts  about som e of the reasons that peo p le  give for their smoking. P lease indicate how  much 
each  s ta tem en t app lies  to you by drawing a circle around th e  ap p ro p ria te  num ber.
Uncertain or A little Quite a  bit Very m uch so 
Not a t all
1. 1 g e t a  definite craving to smoke when I have to s to p  for a  w h ile .............................  0
2 . 1 light up a  c ig a re tte  without realising I still have one  burning in th e  a sh  t r a y   0
3 . 1 like a  c ig a re tte  b e s t when I am having a quiet r e s t ..................................................  0
4. 1 g e t a  definite p leasu re  whenever I sm o k e ................................................................. 0
5. H andling a  c ig a re tte  is part of the enjoym ent of sm oking i t ......................................  0
6. 1 think I look go o d  with a  c ig a re tte ...................................................................  0
7.1 sm oke  m ore w hen i am worried about so m e th in g ..........................................   0
8.1 g e t a  definite lift and  feel more alert when sm o k in g .................................................  0
9.1 sm oke au tom atically  without even being aw are of i t ................................................  0
10.1 sm oke to  have som ething to do with my h a n d s ...................................................... 0
11. W hen I run o u t of c igare ttes I find it alm ost unbearab le  until I can  g e t th e m   0
12. 1 sm oke m ore w hen I am unhappy .............................................................................
13. Sm oking helps to  keep  me going when I'm t i r e d ......................................................
1 4 .1 find it difficult to  go  for as long as an hour w ithout sm o k in g ................................
1 5 .1 find myself sm oking without rem embering lighting u p ...........................................
1 6 .1 w ant to  sm oke m ost when I am com fortable and  re la x e d .....................................
17. Sm oking helps m e to  think and co n c e n tra te ............................................................
1 8 .1 g e t a  real gnaw ing hunger to sm oke when I haven’t sm oked for a  w h ile   0
1 9 .1 feel m ore m atu re  and sophisticated when sm o k in g ...............................................  0
2 0 .1 am  very m uch aw are  of the fact when I am not sm o k in g .......................................  0
21.1 v/ould find it difficult to  go without smoking for a s  long a s  a w e e k ......................  0
22.1 sm oke to  have som ething to put in my m o u th ...................   0
2 3 .1 feel m ore attrac tive  to the opposite sex when sm o k in g ........................................  0
2 4 .1 light up a  c ig a re tte  when I feel angry about so m e th in g .......................................... 0
PLEASE CHECK THAT YOU HAVE ANSW ERED EVERY ITEM
HOW TO ADD UP YOUR SCORE
Put your sco re  for each  item in the spaces next to  each  item num ber below  an d  then  add  up your total sco re  for each  
type  of sm oking.
PSYCHOLOGICAL HAND-MOUTH INDULGENT SEDATIVE STIMULATION ADDICTIVE AUTOMATIC OVERALL DEPENDENCE
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
IMAGE
( 6 ) ____
(19 ) ___
(23) ___
ACTIVITY
(5)
( 1 0 )
( 2 2 )
:3):4)
: i5 )
(7)
( 12 )
(24)
( 8 )
(13)
(17)
( 1 1 )
(18)
( 2 0 )
( 2 )
(9 )
(15)
( 1 )
(14)
( 2 1 )
Addictive smoking to ta l 
Automatic smoking to tal
TOTAL DEPENDENCE SCORE
Note; A score  of 6 o r m ore  m eans that this type of smoking is an im portant m otive for you. A to ta l dependence score  of 20 or 
is high and  su g g es ts  that you will have to be very d e term ined  if you are  to  succeed  in giving up smoking, but it does notm ore
m ean  th a t you will fail.
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Name: Date:
Please tick one box for each question
1. Would you give up smoking altogether, if you could do so easily?
'’es, definitely Yes, probably Possibly Probably Not Definitely Not
□ O n □ □
1. How soon after waking 
day?
up do you smoke your first cigarette of the
Less than 5 Between Between Between Between Longer
minutes 5 and 15 15 and 30 30 min 1 and 2 than 2
minutes minutes and 1 hour hours hours
O □ □ □ □ □
3. How much do you want to give up smoking altogether?
Not at all Slightly Moderately Strongly Very Strongly
4. How easy or difficult would you find it to go without smoking for a 
whole day?
Very easy Fairly easy Fairly difficult Very difficult
APPENDIX S
G.P. i^ erAiLS) A nabOvovl-
H  I S T O R m  F o J2.*\a . . 
INHALATOR STOP SMOKING GROUP
NAME
GP’sNAME ...........................................................................................................
GP’s ADDRESS ....................................
[YES] [NO]
[YES] [NO]
[YES] [NO]
Have you suffered from any cardiovascular problems?
(e.g. problems with your heart, or high blood pressure)
Are you currently pregnant (or trying to be) or breast feeding?
Are you suffering from a peptic ulcer?
Please list illnesses you currently have and the medications you take for them.
Illness 1 ....................................................... ..........Medication (a).................................... (b)
Illness 2 .................................................................Medication ( a ) ....................................(b)
Illness 3 .................................................................Medication ( a ) ....................................(b)
H ow  many cigarettes have you smoked today?
H ow  many cigarettes have you smoked in the past 7 days? ..................................................................
Expired carbon-monoxide  ppm
winword\cileen\jon\smoking 2 A 3
app^mdix g
Name: Date:
B E F O R E  your FIR ST  cigarette o f  the day please circle the m ost appropriate word  
that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALER T Strongly Slightly Neither Slightly Strongly DROW SY
far today.
A F T E R  your FIR ST  cigarette o f  the day please circle the m ost appropriate word that 
describes how  you are feeling in the four following areas;
1. TENSE Strongly Sliglnly Neither Sliglnly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALERT Strongly Slightly Neither Slightly Strongly DR O W SY
far today.
B E F O R E  your LA ST CIG ARETTE BEFORE M ID D A Y  (12P M ) please circle the 
most appropriate word that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Sliglnly Neither Slightly Strongly CALM
how m any 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALERT Strongly Slightly Neither Slightly Strongly DROW SY
far today.
A fter  your L A S T  C IG A R ETT E BEFORE M IDD A Y  (12PM ) please circle the most 
appropriate word that descnbes how you are feeling in the four follow ing areas:
1. TENSE Strongly Slightly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALERT Strongly Slightly Neitlter Sliglitly Strongly DRO W SY
far today.
BEFORE your LAST CIGARETTE BEFORE 6 PM please circle the most
appropriate word that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALERT Strongly Slightly Neither Slightly Strongly DROWSY
far today.
A F T E R  your LA ST  C IG A R E T T E  BE FO R E: 6PM please circle the m ost
appropriate word that describes how you are feeling in the four following areas:
1. TENSE Strongly Sliglnly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Sliglnly Neither Sliglnly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. ALERT Strongly Slightly Neither Slightly Strongly DROWSY
far today.
B E FO R E  your LA ST cigarette o f  the day please circle the most appropriate word  
that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly
2. NERVOUS Strongly Sliglitly Neither Slightly Strongly
3. ENERGETIC Strongly Slightly Neither Slightly Strongly
4. ALERT Strongly Slightly Neither Slightly Strongly
A F T E R  your LAST cigarette o f  the day please circle the 
describes how  you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly
2. NERVOUS Strongly Slightly Neither Slightly Strongly
3. ENERGETIC Strongly Slightly Neither Slightly Strongly
4. ALERT Strongly Slightly Neither Slightly Strongly
Please note 
how many 
alcoholic 
drinks you 
have had so 
far today.
Please note 
how many 
alcoholic 
drinks you 
have had so 
far today.
2.95
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Name: Date:
Before your FIR ST  inhaler use o f  the day please circle the most appropriate word that 
describes how  you are feeling in the four following areas:
1. T E N SE  Strongly Slightly Neither Slightly Strongly RELAXED
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
4. A L E R T  Strongly Slightly Neither Slightly Strongly DROW SY
Please note 
how many 
alcoholic 
drinks you 
have had so 
fa r today.
A fter  your FIR ST  inhaler use o f  the day please circle the most appropriate word that 
describes h ow  you are feeling in the four following areas:
1. TENSE Strongly Slightly Neitlter Slightly Strongly RELAXED Please note 
how many
2. NERVOUS Strongly Slightly Neitlter Slightly Strongly CALM alcoholic 
drinks you
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED have had so 
fa r today.
4. A L E R T Strongly Sliglnly Neither Sliglnly Strongly DROW SY
B efore your LA ST IN H A L E R  USE BEFORE M IDDAY (12PM ) please circle the 
m ost appropriate word that describes how you are feeling in the four following areas:
1. T ENSE Strongly Sliglnly Neither Sliglnly Strongly RELAXED Please note 
how many
2. NERVOUS Strongly Slightly Neitlier Slightly Strongly CALM alcoholic 
drinks you
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED have had so 
fa r today.
4. A L E R T Strongly Slightly Neither Slightly Strongly DROW SY
A fter your L A ST  IN H A L E R  USE BEFO RE M IDDAY (12PM ) please circle the
most appropriate word that describes how you are feeling in. the four follow ing areas:
1. T E N SE Strongly Slightly Neither Slightly Strongly RELAXED Please note 
how m any
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM alcoholic 
drinks you
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED have had so 
far today.
4. A L E R T Strongly Slightly Neither Slightly Strongly DROW SY
> /2
Before your LAST INHALER USE BEFORE 6 PM please circle the most
appropriate word that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
3. ENERGETIC Strongly Slightly Neither Slightly Strongly TIRED
drinks you 
have had so
4. A LER T Strongly Slightly Neither Slightly Strongly DROW SY
far today.
A fter your L A S T  IN H A L E R  U SE BE FO R E 6PM  please circle the most appropriate 
word that describes how you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Sliglitly Strongly RELAXED Please note
2. NERVOUS Strongly Slightly Neither Slightly Strongly CALM
how many 
alcoholic
ENERGETIC
drinks you
3. Strongly Slightly Neitlter Slightly Strongly TIRED have had so
4. A LER T
far today.
Strongly Slightly Neither Slightly Strongly DROW SY
B efore your L A ST  inhaler use o f  the day please circle the m ost appropriate word that 
describes how  you are feeling in the four following areas:
1. TENSE Strongly Slightly Neitlier Slightly Strongly
2. NERVOUS Strongly Slightly Neither Slightly Strongly
3. ENERGETIC Strongly Slightly Neither Slightly Strongly
4. A LER T Strongly Slightly Neither Slightly Strongly
After your LAST inhaler use o f  the day please circle the 
describes h ow  you are feeling in the four following areas:
1. TENSE Strongly Slightly Neither Slightly Strongly
2. NERVOUS Strongly Slightly Neither Slightly Strongly
3. ENERGETIC Strongly Slightly Neither Slightly Strongly
4. A LER T Strongly Slightly Neither Slightly Strongly
Please note 
how many 
alcoholic 
drinks you 
have had so 
far today.
Please note 
how many 
alcoholic 
drinks you 
have had so 
far today.
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Appendix 8
WITHDRAWAL QUESTIONNAIRE 
Name................................................  Date....................
Please place a tick on each of the lines below to show how you have been feehng over 
the past week:
Very
m m
Depressed
Irritable
Drowsy
Restless
Hungry
Tense
Poor Con­
centration
Poor sleep
Craving for 
cigarettes
Which one of these have you found the most troublesome?
29'a
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INHALER QUESTIONNAIRE
Name:............................................................................... Date .....................
Expired CO = .....................................  ppm
Have you smoked at all in the past week? (Circle one) YES NO
If yes, how many cigarettes did you smoke? ...............................................
In the past week, on how many days did you use the Inhaler? ...............
If you didn’t use the Inhaler every dav , please circle your reasons:
Forgot Did not Unacceptable
to use it need it side effects
Not Ran out o f
helping Inhaler Smoking
On the days you used the Inhaler, how many cartridges did you use daily?
Please put a tick on each of the lines below to show how you have heen feeling over the
Extremely Verj- Somewhat Slightly Notât ah
Depressed
Irritable
Drowsy
Restless
Hungry
Tense
Poor
Concentration
Poor Sleep
Craving for 
cigarettes
Which one of these have you found most troublesome?
winword\eileen\jon\smok2 ^
How difficult has it been to stop yourself smoking in the past week?(cirde one)
Extremely Very Difficult Moderately Slightly Not at all
Difficult Difficult Difficult Difficult Difficult
How much of the time have you felt the urge to smoke in the past week?
(circle one)
All the Almost all A  lot o f  Some o f A little o f Not
time the time the time the time the time at all
How strong have the urges been in the past week? (circle one)
Extremely Very Strong Moderate Slight No
Strong Strong Urges
How helpful has the Inhaler been in enabling you to keep from smoking in 
the past week?
Extremely Very Slightly Not at all Can’t Not
Helpful Helpful Helpful Helpful Tell Using
Did the Inhaler relieve your craving for cigarettes in the past week?
Very Quite Somewhat A little Not Can’t Not
Much a bit at all Tell Using
Did you find the Inhaler pleasant or unpleasant to use in the past week?
Extremely Neutral Extremely
Unpleasant Pleasant
Inhaler 0 1 2 3 4 5 6 7 8 9  10
[Not using]
Using the 0-10 scale below, please circle a number to show how confident 
you are that you will manage not to smoke for the next week:
Not at all confident Extremely confident
0 1 2 3 4 5 6 7 8 9  10
Please use this space for comments:
winword\eileen\jon\smok3
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Participant’s Information Sheet.
The Effects o f the Niccrette Inhalator® on Mood.
This Study:
Previous research has demonstrated that smoking cigarettes effects smokers’ feelings of stress and 
stimulation throughout the day. This study aims to examine the effects of the Nicorette Inhalator© 
on levels o f stress and stimulation, to further knowledge about helping people to quit.
or
To take part in this study you must wish to cease smoking with the help of the Nicorette Inhalator® and be 
committed to purchasing your own supplies from your local pharmacy. The price of a week’s supply is 
approximately the same as a week’s supply of cigarettes if you usually smoke a pack a day.
If you are interested in taking part in the study you will be asked to attend an assessment where you will be 
asked to complete several questionnaires which give us informaüon about you and your smoking history. You 
will also be asked to blow into a breathalyser to check your exposure to tobacco smoke.
We will inform your GP that you have volunteered to take part in this study and will therefore ask you for your 
GPs details and a brief history of any medical problems you may have.
For the duraüon of the study you will be asked to rate your stress and stimulaüon levels at four points over one 
day of the week (the first set of ratings will be made when you are still smoking, the other four sets will be 
made while you use the Inhalator). This information is important to look at the effects of the Nicorette 
Inhalator® on your mood. Each week your exposure to tobacco smoke will be measured and you will be asked 
to complete a “withdrawal symptoms’’ questionnaire.
You are invited to attend a stop-smoking support group which will be run on one weekday lunchtime per week 
for 6 weeks. This group will be facilitated by Dr Jonathan Foulds (Senior Lecturer in Clinical Psychology), 
who has eight years experience of conducting research on the use of nicotine replacement for stopping 
smoking. This group is organised to provide you with extra advice and information about how to get the most 
effective use out of the Nicorette Inhalator®; additional strategies to help you quit smoking and to how to stay 
stopped. The group will also provide important social support from people like yourself who are quitting 
smoking with the aid of the Inhalator.
Only the investigators named below will have access to your study records. Any personal 
information will be kept strictly confidential. The data will be stored and analysed by computer 
but you will only be identified by a code number. You will have the right to see what 
information is held in your file.
University of Surrey 
Guildford 
Surrey GL’2 5XH 
England
Telephone: (01483) 3008 
Fax: (01483) 300803 
Telex: 859331
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Before participating in this study, there is some information about the Inhalator which you should be aware of; 
Nicotine Replacement Therapy
Nicotine replacement therapy (NRT) is o f proven effectiveness in helping people stop smoking. The Nicorette 
Inhalator © is a new NRT device which addresses both the physical and behavioural aspects o f nicotine 
dependence, in that it provides nicotine using a behaviour which is quite similar to puffing on a cigarette 
(puffing on a cigarette shaped plastic cylinder, containing a nicotine cartridge).
Clinical trials have demonstrated that the Nicorette Inhalator© is safe and effective in relieving withdrawal 
symptoms and helping smokers quit smoking. The Inhalator is licensed for use as a medicine in the UK and 
can be purchased over the counter from a pharmacy (without a prescription).
No serious side effects have been reported from use of the Nicorette Inhalator®. Nicotine from NRT as well as 
from smoking can cause symptoms such as headaches, dizziness, nausea, palpitations and dyspepsia and the 
Inhalator may also cause some mild irritant effects such as sore throat. Some smokers feel fatigue, irritability, 
difficulty in concentrating, increased appetite and craving when they stop smoking. These experiences may be 
reduced with the proper use of the nicotine Inhalator.
Smoking cigarettes and using the Nicorette Inhalator® at the same time may result in symptoms of nicotine 
overdose and therefore is not recommended. It is most important that women avoid pregnancy and breast 
feeding while using the Inhalator. People suffering a number of other illnesses, such as cardiovascular 
problems or peptic ulcer should consult their doctor or pharmacist before using the Inhalator.
The Inhalator delivers nicotine more slowly and at lower doses than cigarettes and so it is very unlikely that 
someone who is used to smoking at least 10 cigarettes per day could,absorb more nicotine from the Inhalator 
than from their cigarettes. It is possible but highly unlikely someone using the Inlialator will become 
dependent on it. The Nicorette Inhalator® can be used safely for up to 6 months; although it is far more 
common for people to use it for a shorter period (e.g. 4-8 weeks).
Your participation in thi.s study is entirely voluntary. You are able to use the stop smoking support 
group even if you do not want to take part in the study. You can withdraw from the study at any time. 
To take part in the study you must sign the attached consent form.
Rachel Vickers
Clinical Psychologist in Training 
Dr J Foulds
Senior Lecturer in Clinical Psychology
3 0 2
Informed Consent Form 
Effects of a nicotine inhaler on mood.
Appendix 11
Please cross out
as appropriate:
Have you read the information sheet? YES/NO
Have you had the opportunity to ask questions and discuss the study? YES/NO
Are you satisfied that you have fully understood the answers to
your questions? YES/NO
Do you understand you are free to withdraw from the study.
• At anytime throughout the intervention?
• Without having to give a reason for withdrawing?
• And without affecting your treatment now or in the future? YES/NO
Do you agree to comply with the instructions of the study? YES/NO
Do you agree to fully co-operate with the requirements of the study? YES/NO
Do you agree that your GP can be informed that you are taking part in
this study? YES/NO
Do you voluntarily agree to take part in the study? YES/NO
Names of investigators: Rachel Vickers (Clinical Psychologist in Training)
Dr J Foulds (Senior Lecturer in Clinical Psychology).
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Appendix 12
Inclusion and Exclusion Criteria
Inclusion Criteria;
• Between 18 and 70 years of age
• Smoker of at least 10 cigarettes per day
• Able to read, write and speak English
• Can be contacted by telephone
• Provides written informed consent
Exclusion Criteria;
Pregnant or planning pregnancy 
Breast feeding 
Angina pectoris 
Recent myocardial infarction 
Serious cardiac arrhythmias 
Systemic hypertension 
Peripheral vascular disease 
Peptic ulcers 
Hyper-thyroidism 
Insulin dependent diabetes 
Pheochromocytoma 
Renal of hepatic insufficiency 
• Concomitant use of other forms of NRT
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PSYCHD CLINICAL PSYCHOLOGY
School of Human Sciences 
Department of Psychology 
University of Surrey
su“ 2 5XH University
or Surrey
Dear Dr
Re:
I understand that this person is one o f  your patients. I am writing to inform you that they are 
attending a Stop Smoking Group which I am running at the Department o f  Psychology.
They will attend six weekly support groups and will be recommended to use the new Nicorette 
Inhalator as nicotine replacement therapy. This new OTC product provides similar levels o f  
nicotine to using nicotine gum and has been shown to be safe and effective in a number o f  
placebo-controlled trials.
The groups will include information o f  appropriate use o f  the inhalator, advice about stopping 
smoking and relapse prevention as well as general group support. This patient has also 
consented to participate in a research project running simultaneously with the Stop Smoking 
Group. This project will involve making ratings o f  their mood and arousal while smoking and 
then while using the Inhalator (after stopping smoking). A copy o f  their consent form is 
attached.
I d be most grateful if  you would sign the attached form, giving your consent to this person’s 
participation in these stop smoking support groups and the research project and return in the 
enclosed stamped addressed envelope.
I f  you have any queries at all please do not hesitate to contact me on 01483 259433.
Yours sincerely,
Dr Jonathan Foulds
Senior Lecturer in Clinical Psychology University o f Surrey
Guildford 
Surrey GU2 5XH  
England
Telephone: (01483) 3008  
Fax: (01483) 300803  
Telex: 859331
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Consent Form:
University
.......................................................  of Surrey
I consent to the above patient attending the Department of Psychology’s Stop Smoking Group 
and to taking part in the research project titled “The Effects of a Nicotine Inhalator on Mood”.
Signed Date
Practice Address/Stamp
University o f Surrey 
Guildford 
Surrey GU2 5XH  
England
T eleph one; (01483) 300f 
Fax: (01483) 300803 
Telex: 859331
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Participant’s Information Sheet. 1
The Effects o f  the Nicorette Inhalator® on Mood.
Previous research has demonstrated that smoking cigarettes effects smokers’ feelings U n i v C F S i t V  
o f  stress and stimulation throughout the day. This study aims to examine the effects q £  j - ç y
o f  the N icorette Inhalator® on levels o f  stress and stimulation, to further knowledge 
about helping people to quit.
I f  you are interested in taking part in the study you will be asked to attend an assessment 
where you will be asked to complete several questionnaires which give us information about 
you, your smoking history and a brief medical history. You will also be asked to blow into a 
breathalyser to check your exposure to tobacco smoke.
For the duration o f  the study you will be asked to rate your stress and stimulation levels at 
four points over one day o f  the week for weeks. As you have opted to continue smoking 
cigarettes this information will be included in the control group data. The same information 
will be obtained from people who have opted to quit smoking with the aid o f  a Nicorette 
Inhalator ®  and a weekly stop-smoking support group; these two groups o f  data can then be 
compared.
Only the investigators named below will have access to your study records. Any personal 
information will be kept strictly confidential. The data will be stored and analysed by 
computer but you will only be identified by a code number. You will have the right to see 
what information is held in your file. -
Your participation in this study is entirely voluntary. You can withdraw from the study 
at any time. To take part in the study you must sign the attached consent form.
Rachel Vickers
Clinical Psychologist in Training
Dr J Foulds
University o f  Surrey 
Guildford 
Surrey GU2 5XH  
England
Senior Lecturer in Clinical Psychology
T elephone: (01483) 300800 
Fax: (01483) 300803 
Telex: 859331
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